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New (2nd) Edition—Bland’s Clinical Recognition and Management of 
DISTURBANCES OF BODY FLUIDS 


This New (2nd) Edition is a working volume of 
recognition, diagnosis and treatment of those wa- 
ter balance disorders that can often go unnoticed 
and untreated in medical and surgical patients. 


The author brings you only up-to-date, specific and 
clinically-slanted information—pertinent to every 
phase of medical practice. In all those cases where 
fluid imbalance is a problem, signs and symptoms 
of such imbalance are carefully pointed out. Cor- 
rective measures are then fully explained, but as 
the author indicates—the problem of therapy is 
not always one of returning the serum electrolyte 
concentration to “normal.” Often this is unneces- 
sary or even harmful. Such pitfalls are always 
indicated. 


W. B. SAUNDERS COMPANY e 


All new data is included on the mechanisms of 
intracellular electrolyte and water metabolism: the 
mechanisms of exchange of electrolytes between 
intra and extracellular water; concepts of and 
values for total body composition of electrolytes. 
water nitrogen and other substances. 


The bugaboo of nomenclature, so often a stumbling 
block in this field, has been amazingly simplified. 
The glossary eliminates any remaining checks on 
easy communication of concepts and ideas. 109 
illustrations clarify concepts and ideas that are 
often hard to explain in words. 

By JOHN H. BLAND, M_D., Associate Professor of Medicine, University of 


Vermont College of Medicine. 522 pages, 7”x10”, with 109 illustrations. $11.50. 
New (2nd) Edition. 


West Washington Square, Philadelphia 5 
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THREE GENERATIONS OF PATIENTS HAVE TAKEN 
ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, sparkling SAL HEPATICA has given prompt, APERIENT 
gentle relief of constipation. Because it is both antacid and oo” 
effervescent, SAL HEPATICA passes rapidly through the 

stomach. In the intestine, its osmotic action provides liquid LAXATIVE 

bulk to stimulate peristalsis, hasten evacuation. 


Taken half an hour before the evening meal, pleasant- 
tasting SAL HEPATICA usually acts before bedtime. Taken CATHARTIC 


before breakfast results may be expected in an hour. A GENTLE, SPEED 
Antacid Laxalt 


og PERVES CENT 


SAL HEPATICA is mild, relieves without griping.: Being 
antacid, it alleviates the gastric hyperacidity which fre- 
quently accompanies constipation. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N_Y. 
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If you could \\ee is with a user of the Picker Anatomatic 
iN 


Century x-ray unit you'd soon know 
Jo why this remarkable "new way in x-ray" 
machine has come so far so fast. 


a) d probably tell you first how incredibly easy it is to use 
(just dial the body part and set its thickness... 
then press the button). He might sigh with 
relief at having no charts to consult, no 
calculations to make (the anatomatic 
N principle does all the tedious "figgerin" 


for you). 


He'd probably show you how good 
a radiograph he gets every time 


He might even touch on the peace-of-mind 
that comes of having a local Picker 
office so near, with-a trained Picker 
expert always on call for help and counsel 


and there'd be no mistaking 
the light in his eye when it 
falls on the handsome big-name 
unit whose fine appearance 
adds so much to the 
impressiveness of his office. 


P.S. Somewhere along the line the matter of price would 
come up ... he'd most likely comment on how little he paid 
to get so much. Or he might even be among those who rent 
their x-ray machine (Picker has an attractive rental plan, 
you know). 


P.P.S. Next best thing is to call your local Picker man in and 
let him tell you about this great new machine (find him in your 
"phone book) or write Picker X-Ray Corporation, 25 South Broadway, 
White Plains, N. Y. 
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excellent relief of pain, swelling, ten- 
derness; diminishes joint stiffness— 
facilitates early physical therapy— 
expedites rehabilitation 


dietary regulations usually unneces- 
sary 


minimizes incidence of electrolyte 
imbalance 


1, 2.5 and 5 mg. tablets 


METICORTEN,® brand of prednisone. 
*T.M. mc-3.2376 
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ZIRADRYL 


Benadryl® Hydrochloride with Zirconium 


now available in Lotion as well as in Cream form 


ZIRADRYL Cream and ZIRADRYL Lotion are compounded 

to aid in the prevention and treatment of poison ivy 

and poison oak dermatitis. ZIRADRYL contains Benadryl which 
controls the allergic process by relieving itching, 

and also contains zirconium oxide, which neutralizes the plant toxin. 


ZIRADRYL Cream is available in l-ounce tubes. 
ZIRADRYL Lotion is available in 6-ounce bottles. 
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to pass “the acid test” day and night 


Gastric hyperacidity checkmated: Acute or chronic 
gastric hyperacidity can now be held in check both 
day and night, with Gelusil and the new formula- 
tion, Gelusil-Lac. 


Sustained daytime antacid protection: The sus- 
tained action of magnesium trisilicate and specially 
prepared aluminum hydroxide gel restores and 
maintains the gastric pH within the normal range, 
without overneutralizing or alkalizing. Gelusil thus 
avoids the twin dangers of acid rebound and sys- 
temic alkalosis. 


Extended nighttime protection: Gelusil-Lac com- 
bines the proven antacid action of Gelusil plus the 
sustained buffering effect of specially prepared 
high protein (low fat) milk solids. The formula is 


designed to prevent the onset of gastric pain at 
night, especially “middle-of-the-night” attacks. 


Nonconstipating: Gelusil’s aluminum hydroxide 
component is of a low order of chemical reactivity, 
hence the formation of astringent — and constipat- 
ing — aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoonfuls of 
Gelusil liquid two hours after eating or when 
symptoms are pronounced. Each tablet or tea- 
spoonful provides: 7/2 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. Gelusil-Lac: at 
bedtime, one heaping tablespoonful stirred rapidly 
into one-half glass (4 fl. oz.) of cool water. (Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 


4 
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brings help at the 


speed relief to your hay fever patients 


moment of allergic need 


CIBA 


N.J. 


SUMMIT, 


PYRIBENZAMINE® hydrochloride 
(tripelennamine hydrochloride CIBA) 
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Because it acts so rapidly, Pyribenzamine in 
many cases actually aborts the allergic episode—- 
suppressing symptoms before they become full- 
blown. On the other hand, Pyribenzamine is 
promptly metabolized, so that there is a minimum 
of “drug overlap” in asymptomatic periods. For 
prompt relief of symptoms—when your patients 
most need it—prescribe fast-acting Pyribenza- 
mine... for hay fever, allergic dermatoses, drug re- 
actions or whenever an antihistamine is required. 


50-mg. tablets (scored) ; 25-mg. tablets (coated) 


Re 
. 
i 
7 
a 
3 


ournal A.O.A. 
uly, 1956 


LIQUI 


THE NEWEST MEMBER OF THE MEAD FAMILY OF FORMULA PRODUCTS 


the MEAD formula family for routine feeding 


EAD) SYMBOL OF SERVICE IN MEDICINE 


provides a balanced formula, 
minimizes feeding problems 


New Liquin Otac is a convenient, ready-to-use 
form of Oxac, which for many years has enjoyed 
wide acceptance as a highly nutritious formula 
product in powdered form. 


with all these advantages: 
* Well tolerated 

* Promotes sturdy growth and development 
* Produces normal, formed stools 

* No offensive regurgitation ‘‘after-smell."’ 


promotes steady growth... 
without untoward effects 


Babies fed Liquip Otac in extensive clinical 
tests have shown excellent rates of growth... 
developed sturdy musculature and good tissue 
turgor. Rarely has constipation, regurgitation, 
vomiting, loose stools or diarrhea occurred. 


a nutritionally balanced formula 


Scientifically balanced for good nutrition, 
Liquip Otac supplies protein in generous but 
safe quantities for sturdy growth and develop- 
ment, strong bones, good tissue turgor and 
defense against infection. 


services for you: 


Mead offers many services to help you with 
infant feeding. Ask your Mead Representative. 


qj MEAD JOHNSON & COMPANY. EVANSVILLE 21, INDIANA, U.S.A. 
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it's easier to specify 


the Deca vitamin family _ 


A, D, and C, plus 7 B-complex 


10 nutritionally significant vitamins .. . 
factors including B, and stable B,. 


solution 


Deca-Vi-Sol Deca-Mulcin 


the teaspoon dosage for preschoolers 


the dropper dosage form for infants and toddlers 


In 15, 30 and economical 50 cc. bottles Pouring lip bottles of 4 and 8 oz. 


3 6 9 
3 months | months | months 


convenient 
dosage 
forms— 

all with 

stable Bio 


it’s easier because 


¢ One basic family name—'Deca’ 


¢ One basic formulation 


« One standard of truly comprehensive protection 


. . . providing assured protection against vitamin inadequacies 
of “normal” diets during the vital first decade 
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...and in the critical 
in the vital first decade... 


select the level of 
vitamin protection 
the baby needs 


Deca-Vi-Sol 


capsules 1O nutritionally significant vita- 


" mins including B, and stable Bi: 
Deca-Vi-Caps 
small, easy-to-take capsules for school agers P . ® 
| oly-Vi-Sol 


Bottles of 30. © essential vitamins 


Tri-Vi-Sol’ 


basic vitamins 


Highly stable— 
refrigeration not required 


Readily accepted— 
exceptionally pleasant taste 


Full dosage assured— 
can be dropped directly into the 
baby’s mouth. 


All are supplied in 
15 ce., 30 ce., and 
economical 50 ce. 
bottles with 
Plastic 
*Safti-Dropper’ 


Won't break! 
Won't chip! 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA. U.S.A. 
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MEAD 


Gravida II Il 
Para ll 


..-and on the go 


Modern, active, on the go...and 
pregnant. That’s why she needs a 
vitamin-mineral supplement 
generously formulate’\ especially 
for the stress of pregnancy. 


Natalins-PF and Natalins are 
designed for the busy, modern 
woman. Small in size, they’re easy 
to take. Just 1 capsule t.i.d. 
provides more than ample 
nutritional support. 


specify 


Natalins-P 


Mead phosphorus-free prenatal 
vitamin-mineral capsules 


Contain calcium... 
no phosphorus 


or 


Natalins?® 


Mead prenatal vitamin-mineral 
capsules 

Contain both calcium 
and phosphorus 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 
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a new MMEAD specialty 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD* 


softens stools for easy passage 


without 
laxative 
action 


softens 
stools 


Coolace by reducing 


surface tension increases the wetting efficiency 
of fluids in the colon. 


Cool ACS thus enables 


fluids to penetrate and permeate fecal material, 
keeping stools soft. 


Croolace is indicated: 


e in the treatment or prevention of chronic 
constipation or fecal impaction. 


¢ in many other conditions requiring maintenance 
of soft stools, as in obstetrics, geriatrics, 
proctology, surgery. 


Colace Capsules, 50 mg., and 


Supplied Colace Liquid (1% Solution) 


*Patents pending 


; SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21.. INDIANA, U.S.A. 


| 
ive 
1 
adding 
bulk 
P 
MEAD 


e: Adults—1 to 2 ides Nivnt of four times a day with food or im- 


neals. Chil tablet two to four 


after m 


ored (250 mg.), bottles of 


Suppliteds Yellow, s¢ 


PATENT 


Relief of skeletal muscle spasm without interference with normal funetion, 
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Synthesized and cheractérized by McNeil 
relieves the disability.and pain of skeleta! muscle; Spost—com- 
mon denominator of many musculoskeletal and ‘neurological 
disorders. “lis chief advantages ore oral route.of administration, 
long duration of aetion, and minimal side-effects.4« 


not a mephenesin derivative: 

provides superior and long-lasting—up to.6 hours 
spasmolysis of voluntary muscle in low bdck syndramies, fibro- 
Sitis, strains, sprains, and in noninflammotory rheumatic and 
arthritic disorders. In one preliminary report of 100 patients, | 
Frexin demonstrated ”...an 85% over-all effectiveness.” 


Striking results are reported in cerebral palsy. "The administra- 
tion of zoxazolamine (Flexin) in 28 children; each of whom hod 
spasticity, produced decrease of muscular Passive 
flexion in every instance.’"* 


Other studies indicate that FLexin is of value in highly sig- 
nificant number of patients with multiple sclerosis,?** as well as 
in other spinal spasticity stotes, cerebral vascular desions and 
parkinsonism. 2 


(1) Smith, R. T.; Kron, K. NL; Peok; W.-P., and Hermonn, 1. 603745 2) 
1956. (2) Amols, W.r JUA.M.A. 160:742 (Mer. 3) 1956, (4) Abrahomsen, Bord, 
H.W., 1602749 (Mar. 3) 1956. (4) Rodriguez-Gomez, M.; A., 
and Drew, A. AMA, 1607752 (Mar. 3) 1956. 


MeNeil Laboratories, Inc + Philadelphia 32, Po 


The enrichment of commercial white bread 
with thiamine, riboflavin, niacin,and iron is one 
of the important factors in the improvement of 
nutrition in America’s school children.! Im- 
proved nutrition appears to have made a valu- 
able contribution to the improvement of child 
health during recent years.” 

Containing nonfat milk solids (usually 4 Ibs. 
per 100 lbs. of flour) as well as officially defined 
amounts of B vitamins and iron, enriched bread 
provides high percentages of recommended daily 
dietary allowances for children. 

The protein of enriched bread, an aggregate 
of flour, milk,and yeast proteins, is high in nutri- 
tive quality, effective for growth as well as 


Percentages of Recommended Daily Dietary Allowances* 
for Children Provided by Enriched Bread—6 and 8 slices 


tissue maintenance. On the basis of its percent 
age of calories provided, enriched bread supplies 
substantially more than its share of niacin, thia- 
mine, and iron, and a goodly proportion of ribo- 
flavin and calcium. Because enriched bread 
presents carbohydrate and good quality protein 
simultaneously, the carbohydrate thereby 
“sparing” protein, it helps promote optimum 
protein anabolism.* For all these reasons, en- 
riched bread constitutes a valuable asset to good 
nutritional health in children. 


1. Bowes, A. deP.: Dietotherapy—Nutrition of Children During Their 
School Years, Am. J. Clin. Nutrition 3: 254 (May-June) 1955. 

2. Kelly, H. T.: Impact of Modern Nutrition on Twentieth Century 
Morbidity, Pennsylvania M. J. 58: 481 (May) 1955. 

3. Cantarow, A., and Trumper, M.: Clinical Biochemistry, ed. 5, 
Philadelphia, W. B. Saunders Company, 1955, pp. 139, 140. 
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Children 


Children 
Ages 4 to 6 years Ages 7 to 9 years 


6 slices 


8 slices 6 slices 8 slices 


hildren, 4 to 6 years of age; weight, 40 Ibs.; 


AMERICAN BAKERS ASSOCIATION 
20 NORTH WACKER DRIVE ¢ CHICAGO 6, ILLINOIS 


Research Council's recommended daily 
height 
Children, 7 to 9 years of age; weight, 59 Ibs.; height, a} inches. 


ry ale nces (1953): 
3 inches. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found con- 
sistent with current authoritative medical opinion. 


July, 1956 
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Enriched Bread...’ 
he J Child Health 
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Caloric 24 32 19 25 
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day-long control of appetite— 


both between meals .and at mealtime 


Dexedrine™ 


dextro-amphetamine sulfate, S.K.F. 


Spansule” 


sustained release capsules, $.K.F. 


*T.M. Reg. U.S. Pat. Off. 
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ROSENAU PREVENTIVE MEDICINE AND HYGIENE 
By KENNETH F,. MAXCY, M.D., Dr. P.H. with 26 Contributing Authorities 


Extensive revision brings this famous text up to date without change in format or total 
number of pages although almost 30% of the book had to be completely reset. 

It supplies the latest and most authoritative information on preventive medicine and pub- 
lic health and is an invaluable guide for physicians, school and other public health officials, 
medical personnel in the armed services and veterans administration, hospitals, medical 
teaching staffs and students. First revision since 1951. 


81u EDITION. AUG. 1956. 1477 PAGES. 263 ILLUS. AND TABLES. $15.00 


NEW 81TH EDITION OF 


NEW 
llth 


EDITION 
— 
COMPLETELY 
REWRITTEN 
AND 
REVISED 
WITH 
ADDED 
SUBJECTS 
AND 
NEW 
FIGURES 


wiLLiAMS OBSTETRICS 


By NICHOLSON J. EASTMAN 
OBSTETRICIAN-IN-CHIEF, JOHNS HOPKINS HOSPITAL, BALTIMORE 
PROFESSOR OF OBSTETRICS, JOHNS HOPKINS UNIVERSITY SCHOOL OF MEDICINE 
In this major revision, fully fifty per cent of the text matter is new, rewritten, or materi- 
ally changed. Many new illustrations have been added, including 13 in color. A larger 
and more legible type has been used. Superfluous and outdated material has been deleted. 


The subjects completely rewritten or heavily revised include: 
Obstetric shock The time factor in labor Adrenocortical hormones 
Fibrinogenopenia Prognosis of labor Placental microscopy 
Treatment of abruptio Anemia Water metabolism 
Management of habitual Hydatidiform mole Uterine blood flow 

abortion Premature spontaneous Retrolental fibroplasia 
Post maturity rupture of the membranes Chorioadenoma destruens 
Hypotensive drugs Indirect placentography and choriocarcinoma 

Dr. Louis M. Hellman revised the sections on anesthesia and analgesia, uterine 

inertia, rupture of cesarean section scar and placental morphology, contributed much 
data from his own clinic, shared many tedious editorial chores and rendered other assis- 
tance in the over-all revision. 

Dr. Georgeanna Seegar Jones has rewritten the several sections on endocrinology, Dr. 

Roy G. Holly, the sections on iron metabolism and anemia, and Dr. Alan F. Guttmacher 
the chapter on multiple pregnancy. New material on Rh incompatibility is supplied by 
Dr. Milton Sacks, the embryology chapters have been revised by Dr. George W. Bartelmez, 
and Dr. Leon C. Chesley has critically reviewed the long chapter on toxemias of preg- 
nancy to include modern developments. 

The important new chapter on Psychiatric Aspects of Pregnancy and Childbearing by 

Dr. Leo Kanner, a psychiatrist of vast experience, is a model of lucid, sensible and 
readable coverage. 

There is probably no other American text on obstetrics that so fully satisfies all types 

of readers, whether specialists, family physicians with obstetric practice, physicians pre- 
paring for their obstetrical “boards”, teachers or undergraduate students. 


PUBLISHED AUG. 1956. 1206 PAGES. 978 ILLUS. $14.00 


Covering the entire field of modern pediatrics, this new 12th edition is authoritative, clearly 
written and well balanced. It is intelligently conservative in its teaching and is fully docu- 
mented. Full details are given for etiology, pathology, atypical forms, prevention and prophy- 
laxis, laboratory findings, diagnosis and differential diagnosis, treatment and after care, care 
of complications and prognosis. Advances in antibiotic and hormonal therapy, pediatric 
cardiology, body fluid physiology, pediatric surgery and the virus diseases are remarkably 
complete. An essential text for students and a dependable reference for physicians. 


12.1tn EDITION. AUG. 1953. 1542 PAGES. 262 ILLUS. $15.00 


12 or PEDIATRICS 


By L. EMMETT HOLT, JR. and RUSTIN McINTOSH 
with 72 Contributors from 51 Medical Schools and Hospitals 


APPLETON-CENTURY-CROFTS, 35 W. 32nd Street, New York 1, N. Y. 


(Publisher of OSLER’S PRINCIPLES AND PRACTICE OF MEDICINE) 
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Mounting evidence indicates 
that—unwittingly—a variety of 
allergic disturbances may be 
thrust on many infants through 
routine feeding of cow’s milk 
formulas...especially when there 
is a family history of major 


LIQUID OR POWDERED 


pioneer hypoallergenic replacement for cow’s milk 


rapidly relieves symptoms of cow’s 
milk allergy 


prevents cow’s milk allergy (and 
often future major allergy) when 
fed immediately and exclusively 
from birth 


sustains normal growth and de- 
velopment 


Most of what is known today about cow’s milk allergy 
has been learned through more than 20 years of successful 
clinical experience with MULL-SOY.1-82 


MullSoy for treatment: 


Eliminate cow’s milk and replace 
with MULL-Soy. 


“A twenty-four to forty-eight hour trial 


Eczema and substitution feeding... will quickly 

colle efter 2 determine whether or not milk is the 

variety of guilty factor.’’!4 

cow's milk “Use of soybean milk [MULL-Soy] as 

formulas cow’s milk replacement successfully 
managed 80 per cent of cow’s milk 
allergies.’”’22 


One week of Mull Soy for prevention: 


proper diet Whenever there is a family history of 


me. allergy, feed MULL-Soy from birth. 

cleared both “It was found that... not only was the 

conditions development of allergy to cow’s milk 

largely prevented in early infancy, but 

is also that infants so fed developed ap- 

ii proximately only one quarter as many 

allergic diseases .. infants started 

This case ie from the private pediatric practice from birth on cow’s milk formula.’”’!9 
of Irvin H. Moore, M.D., Minneapolis, Minn.” “To give a potentially allergic newborn 


infant a trial feeding of cow’s milk 
ignores the basic premise of this pro- 
cedure, namely, that these children have 


an immunologic immaturity in firs 
Whenever you encounter one or more of few months life. . 


these symptoms in infants the cause may 
be cow’s milk allergy®. . . 


how tous Sou 


colic sneezing 
pylorospasm “unhappy all the time” MuLL- Soy Liauip — start with 1:3 dilution 
: oe. with water, strengthen gradually to 1:1. 
diarrhea urticaria In 15%-fl.oz. tins. 
nose cold allergic toxemia start with 
—— tablespoonful in 4 fl.oz. water, strengthen 
vor ee gradually to 1 level tablespoonful in 2 
chest cold asthma fl.oz. In 1-lb. tins. 


1. Cahill, W. M.; Schroeder, 1. J., and Smith, A. H.: J, Nutrition 28:209, 1944. 2. Stoesser, A. V.: Ann. Allergy 2:404, 
1944, 3. Schroeder, L. J.; Cahill, W. M., and Smith, A. H.: J. Nutrition 32:43, 1946. 4. Stoesser, A. V.: J. Allergy 
18:29, 1947. 5. Clein, N. W.: Ann. Allergy 9:195, 1951. 6. Sternberg, S. D., and Greenblatt, |. J.: Ann. Allergy 9:190, 
1951. 7. Glaser, J., and Johnstone, D. E.: Ann. Allergy 10:433,1952. 8. Sobel, S. H.: Clin. Med. 59:362, 1952. 
9. Callaway, J. L.: GP 8:75, No. 4, 1953. 10. Glaser, J., and Johnstone, D. E.: J.A.M.A, 153:620, 1953. 11. Johnstone, 
D. E., and Glaser, J.: J. Allergy 24:434, 1953. 12. Stoesser, A. V., and Nelson, L. S.: Journal-Lancet 73:487, 1953. 
13. Burrage, W. S., et al.: M. Clin. North America, Philadelphia, W. B. Saunders Company, Sept., 1954, p. 1255. 
14, Clein, N. W.: Pediat. Clin. North America, Philadelphia, W. B. Saunders Company, Nov., 1954, p. 949. 15. Clein, 
N. W.: Rocky Mountain M. J. 51:970, 1954. 16. Felsen, J.: Mod. Med. 22:178, No. 22, 1954. 17. Fontana, V. J.: 
GP 10:47, No. 6, 1954. 18. Fried, C. T., and Henley, W. L.: Pediatrics 14:59, 1954. 19. Glaser, J.: Ann. Allergy 12:30, 
1954. 20. Glaser, J., and Johnstone, D. E.: J. Allergy 25:447, 1954. 21. Kesten, B. M.: New York J. Med. 54:2441, 
1954 (Part |). 22. Moore, |. H.: Journal-Lancet 74:80, 1954. 23. O'Keefe, E. S.: M. Times 82:861, 1954. 24. Speer, F.: 
Ann. Allergy 12:168, 1954. 25. Wessel, M. A., et al.: Pediatrics 14:421, 1954. 26. Bigler, J. A.: Pediat. Clin. North 
America, Philadelphia, W. B. Saunders Company, May, 1955, p. 503. 27. Glaser, J.: New York J. Med. 55:2599, 1955. 
28. Glaser, J.: AM.A, Am. J. Dis, Child. 88:92, 1954; abstracted, Mod. Med. 23:122, No. 10, 1955. 29. Haas, S. V., 
and Haas, M. P.: Am. J. Gastroenterol. 23:344, 1955. 30. Koop, C. E., and Mellish, R. W. P.: Am. J. Clin. Nutrition 
3:487, 1955. 31. Ratner, B., et al.: AM.A. Am. J. Dis. Child. 89:187, 1955. 32.Collins-Williams, C.: J. Pediat. 48:39, 1956. 
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recorded 


telephon 


IN INFANTS 
now available for your 
private ‘‘listening”’ 

on 10 long-playing 


How would you like to “listen in” on a recorded informal discussion 
of infant milk allergy by a group of experienced pediatric aller- 
gists, right in the comfort of your own home? 


The Borden Company has made this possible by putting this 
“clinical conversation piece”som@léngeplaying recording that you 
can use with any player. 

Write for your personal Pecording of this useful seminar. It pro- 
vides authoritative guidance on the diagnosis and Management 
of infant food allergy im your Own practice: 3 ™ 


ADDRESS YOUR REQUEST TO: 


Dept. B 
Bordens PRESCRIPTION PRODUCTS DIVISION 

THE BORDEN COMPANY 

350 MADISON AVENUE NEW vORE nN. 


The recording is a waa of the “allergy service’ provided to physicial 


Bordens maker of MULL-Soy® 
pioneer hypoallergenic replacement{or cow’s mil 


6-56 P 


semina# 
Cow's MILK ALLERGY 
4 
cording 
4 
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for | big ‘drips’... 


and little ‘Jeaks”... 


caused by 
hay fever 
allergy 


Novahistine’ 


CHECKS IRRITANT SECRETIONS 
CLEARS AIR PASSAGES ORALLY 


Novahistine works better than antihista- 
mines alone. The distinct additive action of a 
vasoconstrictor with an antihistaminic drug 
combats allergic reactions...provides 
marked nasal decongestion and drying of 
secretion. Oral dosage avoids misuse of nose 
drops, sprays and inhalants...eliminates re- 
bound congestion. Novahistine will not cause 
jitters or insomnia. 
Each Novahistine Tablet or teaspoonful 
of Elixir provides 5.0 mg. of phenylephrine pane Ww 
HCl and 12.5 mg. of prophenpyridamine Novahistine Elixir 
maleate. Novahistine Fortis Capsules and Novahistine Tablets 
Novahistine with APC contain twice the Novahistine Fortis Capsules 
amount of phenylephrine for those who need Novahistine with APC 
greater vasoconstriction. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc., Ind‘anapolis 6, Indiana 


| 
| 
1 | 
1 
1 
\ 
FR 
oom 
} 
| 
| 
¢ 
| 
| 
| 
| Bi, 
| 
| 
| 
| 
| 
| 
| 
| 


Journal A.O.A. 
July, 1956 


more effective than one 
or two pints of tap water 
or salt solution 


FLEET‘ENENMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
... and less irritating than soap suds enemas. 


Established 1869 
c. B. FLEET Co., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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AMERICAN-GRAY 
DIVERTER VALVE 
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EASY TO INSTALL 


BEDPAN RINSER 


American-Gray Diverter Valve 
installed and 

convenient to use as a 
hoseless bedpan rinser 


Existing flush valve raised to permit short ex- as, ‘ 
tensions on either new or existing installations. J Easy to Use 


EFFICIENCY 


@ MINIMUM 
MAINTENANCE 


@ HOSELESS 
OPERATION 


American-Gray Diverter Valve placed between flush cei 
valve vacuum and toilet. Easy economical installation. 


Nursing personnel welcome the ease and convenience of the 
American-Gray Diverter Valve. Cost-conscious administrators 
like its simple, low-cost installation, minimum maintenance and 
time saving. Acceptable under the most rigid plumbing codes, 
thousands of American-Gray Diverter Valves are saving hours and 


Top, back and side inlets can be accom- dollars in Hospitals and Nursing Homes throughout the world. 


AMERICAN 
STERILIZER for detailed information. 


\ 
ERIE*PENNSYLVANIA 
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TODAY’S COLLEGE GRADUATES HAVE 
BIGGER FAMILIES— PLANNED BIG 


VEN COLLEGE GRADUATES, traditionally the low- 
birthrate group, are having big families today. 
Planning them bigger. A survey just completed among 
29,494 graduates of 176 colleges shows that the men 
of the class of 45 have families averaging 70% larger 
than those of the class of ’36 in the ten years after 
graduation." 


Want big, but spaced, families — When these wives 
come to you for contraceptive advice so that they 
can space their large families, they want to be sure 
that the recommended method really gives them pro- 
tection. You can give them this assurance with dia- 
phragm and jelly—the preferred technique for women 
of high parity. These patients may not be as well pro- 
tected by use of jelly alone, a method that seems better 
suited to low-parity women. In urban population 
groups using the diaphragm-jelly method, unplanned 
pregnancy occurred only “once in ten to 15 years.”? 


Security plus comfort — RAMSES® Diaphragm and 
Jelly assure comfort as well as peace of mind for your 
patient. The cushioned, flexible rim of the RAMSES 


Diaphragm permits complete freedom of movement, 
causes no irritation. RAMSES Jelly,* a “10-hour 
jelly,” quickly immobilizes sperm and occludes for a 
full ten hours. 


When patients learn that for more than 30 years 
physicians have relied on RAMSES Diaphragms and 
Jelly to help plan families — big families — they will 
feel confident of receiving sound advice. RAMSES 
“TUK-A-WAY”® Kit #701 (diaphragm, introducer 
and jelly in a neat zippered bag), RAMSES Dia- 
phragms 50-95 millimeters in size, RAMSES Jelly in 
3 and 5 oz. tubes. 


1. College Study Report: Population Bulletin 11:45 (June) 1955. 
2. Tietze, C., in Dickinson, R. L.: Techniques of Conception Control, 
éd. 3, Baltimore, Williams & Wilkins Co., 1950, pp. 55-57. 

RAMSES and “‘TUK-A-WAY” are registered trade-marks of Julius Schmid, Inc. 


*Active agent, dodecaethyleneglyco! monolaurate 5%, 
in a base of long-lasting barrier effectiveness. 


JULIUS SCHMID, Inc. 


423 West 55th Street, New York 19, N. Y. 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 


blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 

SulfamethyIthiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
Sulfadiazine 
dosage, high 


solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 


cs 
vad 
- 
: 
CONTAINS: Suladyne treats the infection and a 
THYLTHIADIAZOLE ti me makes the patient more comfortable 
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UNIFORM DOSAGE NEBULIZATION 
in Asthma 


with Your Favorite 


Bronchodilatorx 


@ NO RUBBER BULBS TO DETERIORATE 


@ NO BREAKAGE OF COSTLY 
GLASS NEBULIZERS 


@ NO SPILLING OF SOLUTION IN 
POCKET OR PURSE 


True nebulization—one inhalation provides 5 
to 8 times as many particles in the ideal size 
range—0.5 to 4 microns radius—as an inhala- 
tion from standard nebulizers. Amount of med- 
ication released does not depend on pressure 
applied—dosage always the same. One appli- 
cation usually sufficient for most patients. 


Medihaler Oral Adapter is 
nonbreakable. Vial of 
Medihaler medication is 
shatterproof, leakproof, 
provides 200 applications. 
Economical. 


Safe for use with 
children. One ap- 


* M E DI HALE R-E PI a plication usually 


0.5% solution of epinephrine aborts attack. 
HCI U.S.P. 


MEDIHALER-ISO ™ 


0.25% solution of isoproterenol 
HCI U.S.P. 


On your prescription be sure to write 
**Medihaler-Iso (or Medihaler-Epi) 
AND Medihaler Oral Adapter,” since 
medication cannot be used without 
Adapter. For refills write for medica- 
tion only. 


| _~ 
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— 
HydroCortone -T.B.A. 


(HYDROCORTISONE TERTIARY -BUTYLACETATE, MERCK) 


produces superior results — greater 
symptomatic relief and longer-lasting 
remissions —in both rheumatoid 
arthritis and osteoarthritis. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE-T.B8.A.—25 MG./CC., VIALS OF 5 CC. 


References: 1. Hollander, J. L., Ann. New York Acad. Sc. 61:511, May 27, 1955. 


iladelphi 
2. Hollander, J. L., et al. J.A.M.A. 138:476, June 11, 1955. Phila elp - Pa 


Division OF Merck & Co., INc. 
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CARNATION INSTANT 
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overcomes “diet resistance” because 


Exclusive Award-Winning* 
CRYSTAL FORM of nonfat dry milk 
Only the Carnation crystal form mixes instantly even 
in ice-cold water...stays fresh and free-flowing on the 
pantry shelf. And most important, the flavor is fresh, 
delicious for drinking. 

For the patient who prefers a richer flavor in nonfat 
milk, or is on restricted liquid intake, an additional 
heaping tablespoon of crystals per glass (or an extra 
4 cup crystals per quart) may be recommended. 

This “self-enriched”’ Carnation Instant provides heav- 
ier, richer flavor—and 25% more protein, calciwm and 
B-vitamins with no increase in fat or liquid bulk. 
Carnation Instant costs up to 7¢ less per quart than 
bottled nonfat milk, about half as much as whole milk. 
Available everywhere in the United States. 


*Top Food Award Winner 
#The Carnation crystals process received the 
: le .. biennial Food Engineering Award as the 


' most important advance in food processing. 


MIXES 
INSTANTLY 
Carnation Instant 
crystals mix 
instantly and 
completely with a 
light stir, even in 

ice-cold water- Tres 
ready to drink. CARNATION CRYSTALS 


it tastes so good! 


STORES 

ON SHELF 
Carnation crystals 
do not cake or 
harden in package. 
No need to crowd 
refrigerator. 


AVAILABLE IN 


3 OR 8-QT. PACKAGE 


Other Superiorities of New Carnation Instant 


NO SPECIAL 
RECIPES 
Liquid Carnation 
(regular or 
‘“‘self-enriched’’) 
is simply used in 
any recipe calling 
for milk. 
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When the patient 
is under 
unusual stress... 


Stress Formula Vitamins Lederle 


A complete vitamin formula 
designed to ease the daily stress in 
modern living—to restore efficiency, 
to replace depleted essential vitamins. 
STRESSCAPs provide the formula sug- 
gested by the National Research 
Council, plus Vitamin K. 

One capsule daily. 


Each Capsule Contains: 
Thiamine Mononitrate (B;) 
Riboflavin (B2) 
Niacinamide 

Ascorbie Acid (C) 
Pyridoxine HCl (Bg) 
Vitamin 

Folic Acid 


"rea. U.S. PAT. OFF. 


Jederle LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER, NEW YORK 


t 

Cd | 
/ 
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| 

.... 4megm. 

Calcium Pantothenate........... 20 mg. estas 

Vitamin K (Menadione)........... 2 mg. 


HOW 
DAVIS 
TECHNIQUE 


00 often treatment fails to cure 
ae trichomoniasis because 
parasites survive and set up new foci 
of infection. 


Now you can overcome this problem 
with Vacisec® liquid and jelly, using 


EXPLODES the Davis technique.f Vacisec liquid 


- HIDDEN 
TRICHOMONADS 


dissolves mucinous materials, penetrates 
thoroughly, and quickly reaches and 
explodes the hidden trichomonads. 


Proved highly effective. Vacisec 
liquid (originally “Carlendacide”) is 
the formula developed by Dr. Carl 
Henry Davis, noted gynecologist and 
author, and C. G. Grand, research 
physiologist.1 Clinical data show better 
than 90 per cent success with VacisEc 
liquid in the treatment of vaginal 
trichomoniasis.” 


Overwhelmingly powerful. Vacisec 
liquid explodes trichomonads within 
15 seconds after douche contact!? One 
chelating agent and two surface-acting 
agents, combined in balanced blend, 
attack the parasite to weaken the cell 
membrane, to remove waxes and lipids, 
and to denature the protein. With its 
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cell wall destroyed, the trichomonad im- 
bibes water, swells and explodes. 


The Davis technique. Vacisec liquid, 
as a vaginal scrub, is used in the office 
therapy. Vacisec liquid and jelly are 
prescribed for home use. 


Prevent re-infection. Many wives 
become re-infected because husbands 
harbor trichomonads.? To prevent re- 
infection, prescribe the protection af- 
forded by Schmid high quality condoms. 
When a rubber is preferred, prescribe 
the superior RAMSES® prophylactic, 
transparent and tissue-thin, yet strong. 
If there is anxiety that rubber might dull 
sensation, prescribe XXXX (Fourex)® 
skins, of natural animal membrane, 
pre-moistened. At all drug stores. 
References: 1. Davis, C. H., and Grand, C. G.: 
Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 
2. Davis, C. H.: West. J. Surg. 63:53, (Feb.) 


1955. 3. Davis, C. H.: J.A.M.A. 157:126 
(Jan. 8) 1955. 


+Pat. App. for. 


VAGISEC, XXXX (FOUREX) and RAMSES are registered 
trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INc. 
Gynecological Division 
423 West 55 Street, New York 19, N. Y. 
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Each tablet contains 5mg. amphetamine 
and Img. Rauwiloid® 


FOR APPETITE SUPPRESSION 
WITHOUT THAT “BLACK MOOD” 
FEELING 


Curtails psychogenic overeating...without a feeling 
of deprivation...without jitteriness, cardiac pounding, 
insomnia. Safe for the hypertensive, too. 


DOSAGE: For obesity, 1 to 2 
tablets 30 to 60 minutes 
before each meal. 


LABORATORIES, INC., Los Angeles 


FOR MOOD ELEVATION Rauwidrine provides the 
needed “‘lift."” Safe for the hypertensive. 
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every blood-building factor 
your anemic patient may 
need...in just one ROETINIC 


capsule daily 


Qu 


for all treatable anemias: 

each ROETINIC capsule contains 
therapeutic amounts of all known 
hemapoietic factors. 


Each ROETINIC capsule contains: 

Intrinsic Factor-Vitamin 
Bi2 Concentrate. . . 1U.S.P. Oral Unit 
Folic Acid . . . 
Ferrous Sulfate, Exsiccated . 400mg. 
Ascorbic Acid (C) . . - 100mg. 
Molybdenum Oxide (as the Trioxide) . . 15mg. 
Cobalt (as the Gluconate) . . . . . O.5mg. 
Copper (as the Gluconate). . . . . . O.5 mg. 
Manganese (as the Gluconate) . . . « Chae 
Zinc (as the Gluconate) . . . . . . . mg. 


Supplied: Bottles of 30 and 100 soft, soluble capsules. 


Need more than a hematinic? HEPTUNA® PLUS 
provides hemapoietic factors plus vitamins A and Chicago 11, Illinois 
D, the entire B complex and 10 important minerals. 
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THE NEW 


TYCOS 


HAND MODEL ANEROID 


VEN handier than before, the brand new 
TYCOS Hand Model Aneroid brings 
new convenience to the busy doctor—plus 
the TYCOS accuracy you have learned to 
trust. We’ve built the inflating bulb and the 
air release valve right into the back of the 
gage and balanced this new TYCOS An- 
eroid so that the whole instrument fits your 
hand comfortably—equally convenient for 


AVAILABLE IN JULY 


Completely Redesigned for 


the right or left hand. 

A group of your fellow physicians field- 
tested the new unit for months. They tell us: 
“The more we use it, the better we like it.” 
Doctors like it because they can hold it 
wherever handiest for them—and yet where 
peering patients can not see the dial. They 
like the big thumb screw on the release 
valve—which facilitates a slow, even re- 


Taylor [nslruments MEAN ACCURACY FIRST 
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lease of the cuff pressure. And they like the 
single tube to the cuff with its Luer lock 
fitting which lets you apply the Hook Cuff 
to the arm before attaching the gage. Ac- 
curate in any position . . . always accurate 
when pointer returns within zero. . . car- 
ries the same famous TYCOS 10-year triple 
warranty. Genuine leather zipper case, hook 
cuff, weighs less—18 ounces. Price $47.50. 


even Greater Convenience ! 


Ask your surgical supply dealer to show 
you this brand new TYCOS Aneroid. Try 
it out—we know you'll like it. Completely 
made and serviced in U.S.A. by skilled 


workmen. 
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When more than the central antihypertensive effect of 
Serpasil alone is needed to lower blood pressure, you 

will often see gratifying response to the combined 

antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
NoTE: All patients to be given Serpasil-Apresoline may 

benefit from priming therapy with Serpasil. 
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Serpasil and 50 mg. Apresoline hydrochloride; Tablets #1 (half-strength, 
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DOXINATE® 
A Better Answer to the 
Problem of Constipation 


Permits normal bowel habits—“. . . 
[Doxinate] certainly seems to be a bet- 
ter answer to this problem [constipa- 
tion] than do any of the therapeutic 
agents previously available.”* 


Effective—“In all patients, the admin- 
istration of dioctyl sodium sulfosuccin- 
ate proved to be an effective fecal 
softener.”? 


Gradual action —“The softening effect 
of ... [Doxinate] on the stool was ap- 
parent on the average in 48 hours.”! 


Nontoxic —‘“dioctyl sodium sulfosucci- 
nate has wide usefulness in . . . constipa- 
tion .. . without the danger of toxicity 
or decreasing effectiveness . . .”* 


Doxinate acts only on the bowel content. 
Doxinate increases the wetting ability of intes- 
tinal fluids as much as 25 times. The resultin 
homogenization of fecal material makes the stoo 
soft and yet well-formed for easy evacuation. 


Doxinate is completely free of irritant laxative 
or “bulk” effect —nor is flatulence or oily leakage 
ever a problem. 


Doxinate does not cause bowel movement. Instead, 
it permits normal bowel habits. 


dosage: 
Adults: one green 60 mg. capsule daily or one 
to three orange 20 mg. capsules daily. 


Infants and children: 1 cc. or 2 cc. once daily 
in formula, milk or orange juice. 
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a bright new future 


for overloaded scales! 


Certainly, overweight is never funny. When, as is 
usually the case, it results from poor eating 


habits, it can be a serious problem. 


But loss of weight, when that loss is desirable, 


is joyous indeed, both to patient and doctor. 


And when overweight in your patients needs to 


be corrected by lowering caloric intake, Instant 


Pet Nonfat Dry Milk can help lighten the 


load on the scales more pleasantly. 


For drinking and cooking, Instant Pet 
reconstitutes to make nonfat milk with 
delicious fresh-milk flavor. But, whether 
reconstituted or used in dry form, it supplies 
all the protein, calcium, and B-vitamins 

of whole milk —with only 4a/f whole 
milk’s calories. And it provides these 
nutrients for only about 8¢ a quart in the 
regular-size jar, about 7¢ a quart in the 


economy package. 
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Authoritative investigators have reported that the digitalizing dose of 
Gitaligin is approximately one-third the toxic dose.'* 


This “wide margin of safety” (difference between therapeutic and 


a minimum of toxic side reactions—even in refractory cases where 
other glycosides have failed. And, cost to your patient is no greater 
than ordinary digitalis preparations. 


Supplied: Scored tablets of 0.5 mg. Bottles of 30 and 100. 
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In 609 cases of subdeltoid bursitis, closely 
followed over a five year period, 83.2% expe- 
rienced relief of symptoms with full range of 
motion, loss of pain and discomfort. The re- 
maining 16.8% had a partial to good improve- 
ment and range of motion, which averaged at 
least 60%. 


Hundreds of papers have been published in 
medical journals concerning the use of ultra- 
sonic therapy in medicine. Reports range from 
the empirical to carefully followed clinical 
work with controls. Results recorded have 
been largely encouraging, with some private 
comments from lecturers to medical groups 
such as “astounding—I can only suggest you 
try ultrasonics in your own practice.” 
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THE BIRTCHER CORPORATION 


the world’s largest volume producer 
of electro-medical-surgical devices 


“the indicated therapy for treatment of BURSITIS 


Many of the more enthusiastic papers have 
been presented by busy general practitioners 
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acute and chronic, as: Bursitis, Osteo, Verte- 
bral and Hypertrophic Arthritis, non-healing 
Varicose Ulcers, Scar Tissue, Herpes Zoster, 
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We have an excellent collection of these re- 
prints, which we will send on request. If you 
have patients who are not presently respond- 
ing to other therapy, let us arrange a demon- 
stration of the Birtcher Megason in your office. 
Use it for two weeks, especially on acute cases, 
and judge the results for yourself...no obli- 
gation of course. 
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of dosage 


for a handful 
of baby” 


2.5 cc. Hypertussis eliminates 
massive dosage in whooping 
cough treatment or passive 
prevention. A crystal-clear 
homologous protein, 2.5 cc. 
Hypertussis contains the 
gamma globulin equivalent of 
25 cc. of human hyper-immune 
serum. This specific anti- 
pertussis fraction is concen- 
trated 10-fold to obviate 

the pain and inconvenience 
associated with massive 
dosage — giving you the 
advantage of “a thimbleful of 
dosage for a handful of baby.” 


Hypertussis will not interfere 
with the use of antibiotics 
where they may be indicated. 


2.5 cc. Hypertussis is supplied 
in 2.5 ce. (one dose) vials, 

: ready for immediate 

intramuscular injection. 


Dip-Pert-Tet, Alhydrox® 
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INTRODUCTION 


During the past 10 years the medical world has 
witnessed the introduction of a multitude of new drugs 
and technics in its approach to the chronic cardiac pa- 
tient. Many of these innovations were given wide clin- 
ical application and soon discarded as either ineffective 
or impractical. When the therapeutic air clears, one 
notices several important contributions which have 
proved themselves in trial and a few still in a contro- 
versial status but holding great promise for the future. 
It is the purpose of this paper to discuss those newer 
technics which have allayed much of the futility char- 
acterizing the situation of the chronic cardiac cripple. 

There are two main categories of cardiac patients 
that make heavy demands on the therapeutic armamen- 
tarium of the practitioner. The first group consists of 
those individuals who present a pattern of intractable 
congestive heart failure, apparently refractory to the 
classical approach of digitalis, diuretics, and salt restric- 
tion. The second group includes the patient with 
chronic coronary insufficiency, who, because of severe 
anginal symptoms on the slightest exertion, is prevented 
from any productivity and presents a constant threat 
of coronary thrombosis. 


CONGESTIVE HEART FAILURE 


Etiology.— 

It is not infrequent for the physician to be con- 
fronted by a patient who presents the obvious criteria 
of congestive failure, dyspnea, orthopnea, hepatomega- 
ly, and dependent edema, and yet the application of his 
triad of therapy—digitalis, diuretics, and salt restric- 
tion—fails to effect significant improvements. In these 
cases a critical analysis is warranted to determine eti- 
ology, for there is a widespread tendency to diagnose 
congestive heart failure without a clear-cut impression 
concerning etiology. The most common etiologic factors 
in the young are rheumatic heart disease and congenital 
heart disease; in the older patient, hypertensive heart 
disease and coronary atherosclerotic heart disease. If 
diagnostic criteria of these usual diseases cannot be es- 
tablished, then several questions present themselves: 
(1) Are the objective and subjective findings truly due 
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to congestive heart failure? (2) Is there an extra- 
cardiac factor present which precipitated or aggravated 
the failure? (3) Is this heart disease due to an unusual 
etiologic factor ? 

Dyspnea is probably the most common symptom 
presented by the patient with congestive failure and 
hence the physician should ascertain whether this com- 
plaint is a result of cardiac failure in the resistant pa- 
tient or is due to extracardiac involvement. Dyspnea 
of chronic pulmonary disease is most commonly mis- 
taken for dyspnea of cardiac origin. Chronic bronchial 
asthma, pulmonary emphysema, pulmonary fibrosis, 
and bronchiectasis may produce sufficient respiratory 
embarrassment to be mistaken for congestive heart 
failure. The presence of rales at the bases is quite 
common in these entities. The past history may be of 
value in eliciting these etiologic factors. 

Repeated bouts of pneumonitis through the years 
should raise the suspicion of chronic bronchiectasis. 
Recurrent childhood bronchial asthma or a severe bout 
of pertussis may lead to pulmonary emphysema in the 
adult. Chronic pulmonary infection may lay the 
groundwork for later pulmonary fibrosis. A chest x-ray 
will frequently suggest the foregoing entities and par- 
ticularly will absolve the heart if no evidence of cardiac 
enlargement is noted. 

Edema may partially respond to diuretics and have 
no true cardiac basis.1 The other causes of edema, well 
known but often overlooked, include cirrhosis of the 
liver, chronic phlebitis, hypoproteinemia, chronic renal 
disease, obesity, myxedema, lymphedema, and occa- 
sionally hormonal imbalances during menopause. As- 
suming that the above conditions have been ruled out 
and the physician convinced that the heart is the pri- 
mary cause of the clinical picture, then he must search 
for either the less common etiologic factors in heart 
disease or extracardiac factors in the refractory patient. 

In any discussion of the uncommon causes of heart 
disease, it is well to remember Hutchinson’s admonition 
not to diagnose rarities, for common things occur most 
commonly.* It is true that the average physician is not 
as often confused by rare diseases as he is misled by 
the unusual manifestations of common diseases. How- 
ever, though the incidence of a rarity, such as Ebstein’s 
malformations of the tricuspid valve, may be as little 
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as 0.001 per cent, it is 100 per cent as far as the patient 
who has it is concerned. 

Reich® has written an extensive text on the uncom- 
mon heart diseases in which he mentions several hun- 
dred uncommon causes, from mycotic cardiac infections 
such as sporotrichosis to primary myocardial myoma. 
I shall mention only the “common” uncommon rarities. 
Among these are cardiac manifestations of a general 
disease such as amyloidosis, hemochromatosis, sclero- 
dema, and lupus erythematosis. The diagnosis of the 
first two is best confirmed by needle biopsy of the liver, 
the latter two by skin biopsy.‘ 

There are several important and more familiar 
entities which should be thought of in the etiologic 
search. Thyroid heart disease is by far the most com- 
mon. Hypothyroidism may progress to a point of pro- 
ducing cardiac enlargement and congestive failure. This 
is particularly true of the post-thyroidectomy patient 
who has not been taking sufficient thyroid extract. In 
the cardiac clinic at the Los Angeles County Osteo- 
pathic Hospital, two such cases have been encountered 
recently. One was in a 45-year-old female who com- 
plained of dyspnea, orthopnea, and fatigue. The car- 
diac contour showed massive enlargement and the elec- 
trocardiogram low voltage and nonspecific T wave 
changes. She had had a thyroidectomy 4 years pre- 
viously and voluntarily stopped taking thyroid extract 
2 years after this. Her lack of response to digitalis 
and salt restriction was classic. Eight weeks following 
the daily administration of thyroid, she showed marked 
subjective improvement. The heart was reduced to 
normal size, and- the electrocardiographic changes 
showed return to normalcy. 

Thyrotoxicosis, often attended by an uncontrollable 
tachycardia or auricular fibrillation, may also be re- 
sponsible for congestive failure. These patients do not 
necessarily show the characteristic signs of the disease, 
which explains why the masked thyrocardiac is so 
often overlooked. The thyrotoxic heart is particularly 
unresponsive to digitalis, and the lack of this response, 
particularly in the rapid fibrillator, should always sug- 
gest the disease. Medical or surgical thyroidectomy is 
the only answer in these cases. 

The effect of vitamin deficiency on the heart and 
circulation has been known for many years. However, 
little progress in specific diagnosis and therapy has 
been made. Beriberi heart disease due to thiamine defi- 
ciency is perhaps the most widely accepted entity. The 
diagnostic criteria for beriberi heart disease are as fol- 
lows:° (1) no other cause for heart disease elicited, 
(2) 3 or more months of thiamine-deficient diet, as in 
the alcoholic, (3) signs of neuritis, pellagra, or both, 
(4) enlarged heart with sinus rhythm, (5) dependent 
edema, (6) elevated venous pressure, and (7) recovery 
with decrease in heart size after administration of 
thiamine. 

The chronic anemic state of itself rarely results in 
congestive heart failure ;° however, cardiac hypertrophy 
may result from prolonged anemia and precipitate or 
aggravate organic heart disease. 

Two final entities need to be considered—chronic 
constrictive pericarditis and arteriovenous fistula. Con- 
strictive pericarditis should always be considered when 
the cause of increased venous pressure, ascites, hepato- 
megaly, and edema cannot be readily explained. Dysp- 
nea is the most common symptom, and orthopnea is 
absent. In the majority of cases the chest x-ray shows 
a normal or slightly enlarged heart rather than the 
classically described small heart.*? Fluoroscopic evalua- 
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tion and a characteristic pressure curve on cardiac 
catheterization confirm the diagnosis. Arteriovenous 
fistula is most commonly caused by trauma to an artery 
and a vein lying in close proximity within a common 
sheath. Numerous vascular injuries incurred in World 
War II have stimulated great interest in the diagnosis 
and treatment of the disorder. The diagnostic criteria 
include a pulsating mass in the region of an old injury 
accompanied by a continuous thrill and bruit. 

I have briefly explored some of the possible causes 
of unsuccessfully treated cases of congestive failure in 
which extracardiac or rare phenomena are involved. 
All too often, however, the diagnosis is obvious, the 
extracardiac and uncommon entities are ruled out, and 
the physician is faced with intractable congestive heart 
failure. The discussion to follow will indicate some of 
the newer concepts in the therapy of such patients. 


Treatment.— 

The effect of electrolyte metabolism has come to be 
regarded as the key to the treatment of the patient in 
congestive failure. The current literature overwhelm- 
ingly supports the thesis that sodium retention mediated 
by adrenal cortical action and augmented by renal func- 
tion is the basis of this electrolyte metabolism. The 
regulation of electrolyte intake, more particularly so- 
dium chloride, is admittedly essential in the control of 
edema, but the regulation of electrolyte excretion by 
means of organic mercurials has become the universal 
panacea in the control of congestive failure. Edematous 
fluid is an excess of the extracellular fluid, and hence 
its electrolyte content is virtually the same proportion 
as that of normal extracellular fluid. Since sodium salts 
comprise approximately 90 per cent of the electrolyte 
contained in such fluid, it means that for every 9 grams 
of sodium retained in edematous fluid, a liter of water 
is also present.S The kidney in congestive failure is 
most resistant to the excretion of this excess sodium. 

Experimental studies show that a sodium intake as 
little as 200 mg. may be attended by an excretion rate 
via skin, feces, and urine of only 200 mg. or less,° and 
the electrolyte status remains unchanged in the edema- 
tous state. If the dietary intake of sodium in the un- 
treated case was as little as 1 gram daily, there would 
be a rapid occurrence of edema, since it has been shown 
that in otherwise untreated congestive failure the 
urinary output of sodium may be less than 23 mg. The 
average low-sodium diets contain approximately 2 
grams as contrasted to the normal diet of 10 to 14 
grams. 

Such studies obviously indicate that in the manage- 
ment of resistant congestive heart failure more than 
sodiuni restriction is required. The utility of mercurial 
diuresis in the reduction of edema has been established 
far more than two decades. The efficacy of a single 
intramuscular dose of 2 cc. of Mercuhydrin in produc- 
ing marked diuresis attended by a 3- to 8-pound weight 
loss in 24 hours is unquestioned. Cases are on record 
wherein a single dose has produced a 25-pound weight 
loss overnight, and a weird instance of a 100-pound 
weight loss in 48 hours. from a single dose has been 
reported. 

It is therefore no wonder that the physician finds 
himself in a dilemma when salt reduction and intensive 
mercurial administration seem to fail in producing the 
desired diuresis and, indeed, produces a patient whose 
condition is more critical than before therapy was in- 
stituted. 

It must be remembered that mercurial diuretic 
therapy in congestive failure can result in severe elec- 
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trolyte imbalances.’° These disorders are frequently mis- 
taken for intractable complications of congestive failure 
instead of for certain electrolyte imbalances which are 
usually amenable to treatment once properly recog- 
nized. There are two such clinical entities of electro- 
lyte disturbance which are discernible and which have 
been emphasized in recent literature: (1) the low salt 
(sodium) syndrome or hyponatremia which may be of 
two varieties, either depletion hyponatremia or dilution 
hyponatremia, and (2) the low chloride syndrome or 
hypochloremic alkalosis. 

The low salt syndrome, which is the result of ex- 
cessive loss of sodium chloride from the extracellular 
fluid, should be easily recognizable, and prompt therapy 
can be lifesaving. Generally, this syndrome is found 
in the elderly cardiac patient who has been on a marked 
sodium-restricted diet and given prolonged courses of 
mercurial diuretics. There is a progressive reduction in 
serum sodium, chloride, and carbon dioxide. Underly- 
ing renal disease and intensive perspiration appear to 
be factors in this deficiency syndrome. In the depletion 
type of hyponatremia there is hemoconcentration indi- 
cated by high hematocrit levels, and plasma protein 
levels are usually elevated,’’ though the serum chlorides 
and sodium levels may be normal or only slightly be- 
low normal. Kidney output is reduced owing to the 
reduced glomerular blood flow secondary to reduced 
cardiac output. 

Clinically, the patient presents a picture not unlike 
Addisonian adrenal cortical insufficiency. Lethargy and 
apathy are marked. The patient develops anorexia and 
nausea and vomiting, and abdominal cramping is com- 
mon. The skin and tongue reveal evidence of dehydra- 
tion, and uremia is often present. Treatment is par- 
enteral administration of concentrated salt solution, 500 
to 1,000 cc. of 3 per cent saline. Supplementing this 
with orally administered salt usually results in rapid 
clinical improvement. 

In the dilution type of hyponatremia, the blood 
findings are quite different. The serum sodium and 
chloride values are very low, and hemoconcentration is 
not present. This variety seems to indicate an excess 
of antidiuretic hormone activity resulting in engorge- 
ment of the extracellular spaces with electrolyte-poor 
fluid. These patients have similar symptoms of ano- 
rexia, nausea, lassitude, and renal failure and show 
increasing edema despite large amounts of mercurials. 
This paradox of salt depletion and progressive edema 
is truly “intractable heart failure.” The urgent need 
in this situation is not hypertonic saline but an attempt 
to encourage excretion of the excess water and improve 
myocardial function, This syndrome can be artificially 
produced by daily administration of Pitressin in pa- 
tients in controlled heart failure in whom prompt water 
diuresis results when the Pitressin is removed. An 
anti-Pitressin fraction would certainly be welcome in 
these cases, but in the absence of such knowledge, treat- 
ment is directed toward increasing myocardial function 
by evaluation of the degree of digitalization, control of 
intercurrent infection, or evaluation of the serum po- 
tassium content. 

It is admittedly difficult to evaluate the hypona- 
tremic patient and decide whether he has the sodium 
dilution or sodium depletion variety. As a general rule, 
a patient with a low serum sodium level who is gaining 
weight and showing progressive edema in spite of 
intensive mercurial treatment strongly suggests dilution 
hyponatremia. A patient with a low serum sodium who 
has lost considerable edema and then presents reduced 
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renal output associated with gastrointestinal symptoms 
suggests depletion hyponatremia. 

The low chloride syndrome or hypochloremic alka- 
losis generaly develops about 1 week after the institu- 
tion of mercurial diuretic treatment. The patient usual- 
ly loses weight rapidly, and evidence of dehydration 
appears. Anorexia and weakness are evident. The 
patient then becomes refractory to the mercurial agent, 
and renal failure becomes evident. The patient with 
hypochloremic alkalosis has a dry tongue and mucous 
membranes. Latent tetany may be present because of 
a lowered ionizable serum calcium. The serum chloride 
is extremely low and the serum bicarbonate markedly 
elevated. Serum potassium levels are low but occa- 
sionally normal owing to hemoconcentration. An over- 
all hypotassemia is present, and the clinical symptoms 
of potassium deficiency occur commonly. The treat- 
ment of this hypopotassemic, hypochloremic alkalosis 
consists of prompt administration of the deficient po- 
tassium and chloride ions, supplemented by calcium 
where indicated. 

The low salt syndromes and hypochloremic alka- 
losis may be confused by the physician. As a general 
rule, low salt syndromes are less common, are chronic 
in onset following prolonged mercurial administration, 
and show low serum sodium and chloride levels with a 
normal potassium level and carbon dioxide combining 
power. Hypochloremic alkalosis is fairly frequent and 
generally acute in onset, following short-term mercurial 
treatment, and shows a normal serum sodium level 
with low chloride and potassium levels and decreased 
carbon dioxide combining power. 


CORONARY ARTERY DISEASE 


The remaining portion of this paper will be con- 
cerned with a discussion of the second large group of 
cardiac cripples—patients with coronary artery disease. 
It is generally accepted that arteriosclerosis is the great- 
est killer of civilized man, and yet knowledge concern- 
ing its causation and nature is primitive. Current re- 
search in this field is pointing the way to newer therapy 
for disabling coronary artery atherosclerosis. Much of 
the early results is confusing, controversial, and too 
premature to draw any final conclusions; however, 
there is much that is positive and factual and too pro- 
vocative to be overlooked in the clinician’s desperate 
attempt to treat this large group of unfortunate pa- 
tients. 

Etiology.— 

Certain factors correlate highly with the incidence 
of atheromatosis. They include hyperlipemia, heredity, 
maleness, high lipid diets, and hypertension. The fac- 
tors of high lipid diets and hyperlipemia are undergo- 
ing exhaustive research, and it is in this regard that the 
role of heparin in the causation and possible treatment 
of coronary atherosclerosis has attracted wide attention. 

The exact mechanism of atherogenesis has plagued 
investigators for years. A current acceptable concept 
is the filtration theory. This is based on the premise 
that lipoproteins are filtered from the plasma by the 
intima of the artery owing to lateral pressure against 
the arterial wall. These filtered lipoproteins are then 
deposited in the intimal lining where they act as foreign 
lipid bodies. Most of the filtered lipids are picked up 
from the arterial wall by way of lymph channels or 
adventitious capillaries. Some of the material, however, 
remains behind, within the intima, and early in the 
course of the disease there is an increase in total 
lipid composition of the vessel wall. A tissue reaction 
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to these substances then ensues, fibroplastic prolifera- 
tion, changes in the subintimal ground substance, and 
necrosis resulting in the ultimate narrowing or closure 
of the lumen of the vessel. 

Approximately 3 to 5 per cent of plasma protein 
consists of a combination lipid and protein, referred to 
as lipoprotein. These lipoproteins of different molecu- 
lar weights can be fractionated by ultracentrifugal 
methods. Gofman"™ has provided most of the informa- 
tion on the role of these lipoproteins in the mechanism 
of atherogenesis. According to his ultracentrifugal 
studies, lipoproteins. are divisible into molecular species 
with flotation rates from 2 to 40,000. Cholesterol is in 
greatest concentration in the lipoprotein of the lower 
molecular weight. In essence, it is Gofman’s belief that 
certain lipoproteins, those with flotation rates of 12 and 
20 Svedberg units, are atherogenic since the presence 
of these molecules was statistically related to athero- 
genesis. The role of heparin in influencing these con- 
centrations is under intensive investigation. 

Heparin Therapy.— 

Heparin is a normal physiologic substance found 
in all mammals, and its endogenous source is chiefly 
the mast cells of the body. At autopsy Cairus and 
Constantinides’ analyzed mast cell concentration in 142 
subjects classified as atherosclerotic and nonatheroscle- 
rotic. It was reported that atherosclerotics had 40 per 
cent less mast cells than nonatherosclerotic persons of 
the same age and sex. The younger males in the group 
had 45 per cent fewer mast cells than the females in 
the same age group. Since the lower mast cell concen- 
trations were statistically related to atherogenicity, it 
was inferred that atherosclerosis could be due to an 
endogenous heparin deficiency. Anfinsen™ reported that 
heparin may be an important factor in blood lipid 
homeostasis. The accumulation of abnormally low 
density lipoproteins in plasma was influenced favorably 
by the administration of heparin. This certainly sug- 
gests the analogy that abnormal plasma lipids may be 
due to deficiencies of endogenous heparin just as ele- 
vated plasma glucose results from insulin deficiency 
in diabetes mellitus. 

Boyle studied the effects of long-term heparin 
administration on serum lipoprotein levels in hyper- 
cholesterolemic humans and reported a marked reduc- 
tion in the low density beta components as well as a 
reduction in all serum lipids including a decrease in the 
cholesterol-phospholipid ratio. 

Engelberg”® reported administration of heparin to 
a group of thirty-six atherosclerotic persons resulted 
in increased tissue oxygen utilization and reversal of 
anoxic T waves in the electrocardiogram which re- 
curred when heparin administration was stopped. He 
also correlated the plasma heparin levels and serum 
low density lipoproteins, and his findings lend support 
to the possibility that a deficiency of heparin production 
in the body is etiologically related to the lipid metabolic 
defects inherent in the production of atherosclerosis. 
Engelberg has been responsible for much of the work 
on the clinical application of heparin in the treatment 
of coronary artery disease. Highly concentrated 
aqueous heparin preparation containing 200 mg. per cc. 
given subcutaneously three times weekly is recom- 
mended. Subjective improvement in a large number of 
these patients warrants a careful evaluation of this type 
of therapy, for there is much objective evidence avail- 
able that heparin may retard the atherosclerotic disease 
process through its ability to alter serum lipoprotein 
patterns toward normalcy and to clear lipemic serum. 
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Treatment by Lowering Thyroid Activity. — 

The improvement in symptoms in the patient with 
chronic coronary disease associated with the production 
of the hypothyroid state by surgery has long been ob- 
served. Blumgart, Levine, and Berlin” first reported 
in 1933 the beneficial effect of thyroidectomy in these 
patients. With the advent of thiouracil and succeeding 
derivatives used in the medical management of thyro- 
toxicosis, this approach was also applied to the patient 
with: disabling anginal symptoms. Raab" reported 
marked improvement in seven out of ten patients with 
angina pectoris treated this way. The toxic reactions 
to these drugs discouraged their widespread use. The 
rationale of all these approaches is primarily sympto- 
matic; it is directed at reducing the metabolic require- 
ments of the heart by reducing total body metabolism. 

Blumgart, Freedberg, and Kurland’® were the first 
group to apply radioactive iodine as a safer and simpler 
method of lowering thyroid activity in patients with 
severe cardiac disease. Fight out of thirteen of their 
anginal patients reported on in 1950 were markedly 
improved with I***. Since then, clinics throughout the 
country have applied this form of therapy to the coro- 
nary insufficiency cripple. Jaffee*® reported on 172 
patients recently, and the follow-up on 100 of these 
cases over a 2-year period revealed the following re- 
sults: 61 per cent good, 26 per cent fair, and 13 per 
cent poor. No contraindications to this therapy in 
properly selected cases were found. No harmful effects 
have been observed. 

The technic involves the use of multiple small oral 
doses of radioactive iodine averaging 30 millicuries of 
radioiodine per dose. In the past year a radioisotope 
installation has been instituted at the Clinic of the Col- 
lege of Osteopathic Physicians and Surgeons in Los 
Angeles, and, hence, this promising form of therapy 
will be made readily available to members of the pro- 
fession. 

Surgical Treatment.— 

The ultimate dilemma in the treatment of chronic 
coronary insufficiency is reached when a patient has 
had an adequate trial of heparin treatment and _ is 
finally subjected to radioactive iodine and still presents 
disabling anginal symptoms. The outlook tends to be 
extremely pessimistic in these cases, and the prognosis 
for survival is grave. There is yet one final approach 
to be considered—direct surgical attack on the inade- 
quate myocardial circulation. To be sure, this might 
be construed as an extremely radical approach, even 
to the most enthusiastic physician or surgeon. How- 
ever, the rationale, experimental work, and application 
to human subjects of surgery to improve myocardial 
circulation have made remarkable strides in recen! 
years. 

The term “coronary insufficiency” refers to an im 
balance between the required amount of coronary blood 
flow to the myocardium and the actual amount that i- 
available. This imbalance may result in mild ischemic 
myocardial changes at one extreme and to massive 
transmural myocardial infarction at the other. 

In appraising the rationale of a surgical approach 
to this problem, the normal anatomic blood supply to 
the heart should be considered. Basically there are 
three natural mechanisms of myocardial nutrition. The 
first and most important is the coronary arteries. The 
second is an elaborate system of vascular channels 
which are found on the endocardial surface of the 
cardiac chambers and which communicate with the 
myocardial capillary bed directly. In lower forms, such 
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as fish, and Amphibia, a major portion of myocardial 
nourishment is derived directly from the blood within 
the cardiac chambers. This is also true in the 5-week- 
old human embryo.”! The third source of nourishment 
for the heart is the capillary vascularity present at the 
junction of the visceral and parietal pericardial reflec- 
tions. These vessels originate from intercostal branches 
and, following trauma or disease of the pericardium, 
adhesions develop between the parietal and visceral 
layers of pericardium, resulting in greater vascularity 
to the cardiac surface.” 


Surgical procedures employed to increase blood 
flow through the myocardial vascular bed are termed 
revascularization technics, 


There are two main types of operations currently 
employed. The first is a surface revascularization tech- 
nic used by Bailey and Likoff?* and by Schildt, Stanton, 
and Beck.**?> This operation consists of intrapericar- 
dial insufflation of a powdered silicate or asbestos, 
which are inert substances but stimulate the formation 
of new arteriolar channels arising from the inflamma- 
tory adhesions which result. Though other more com- 
plex methods of surface revascularization have been 
used,?*-*8 pericardial powdering is the most satisfactory 
because of the relative ease and safety of the operation. 
Beck and Leighninger®® have reported their most recent 
series of twenty-six patients undergoing this type of 
surgery in which there was one postoperative death. In 
this group 84 per cent reported either no angina or 
marked improvement 6 months postoperatively. 


The second type of operation may be referred to as 
a total revascularization technic. This is the Beck II 
type of operation in which a free vein.graft placed be- 
tween the coronary sinus and the aorta raises the pres- 
sure in the coronary venous circulation producing a 
retrograde flow of oxygenated blood resulting in a 
perfusion of the coronary veins with arterial blood. 
It has been amply demonstrated that this arterial blood 
which enters the venous system does traverse the capil- 
lary bed of the heart. This procedure carries a much 
higher mortality rate. In Beck and Leighninger’s* series 
of 108 cases, the operative mortality was 26 per cent 
and in Bailey and Likoff’s series the mortality in fifty- 
three patients was 16 per cent. Both types of operation 
have been shown to be beneficial. The Beck IT opera- 
tion is more effective in reducing mortality from coro- 
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nary insufficiency and shows evidence of producing 
greater intercoronary development and improvement in 
the distribution of blood within the various myocardial 
layers and auxiliary luminal mechanisms of cardiac 
nutrition. Against these advantages is the higher op- 
erative mortality rate. While it is true that a lesser 
revascularization is produced by intrapericardial insuf- 
flation of powdered silicate, this procedure is a rela- 
tively simple surgical technic and is done through a 
small extrapleural anterior thoracic incision. 

In the selection of cases, age is no factor except 
that the more conservative procedure is more justifiable 
in patients over the age of 60 who have had one or 
more infarctions. Patients in actual congestive failure 
are not candidates for operation. 


Most commonly selected for the surgical treatment 
of coronary artery disease are intractable chronic 
anginal patients (with or without previous myocardial 
infarction) who have not responded to medical manage- 
ment and are in the age group of 45 to 55 years and 
hence give evidence of a more than usual tendency 
toward the progression of coronary atherosclerosis. 


SUMMARY AND CONCLUSIONS 


Some of the new technics in the treatment of the 
chronic cardiac cripple have been presented. Two main 
groups of cardiac patients have been discussed, those 
with refractory chronic congestive failure and those 
with coronary insufficiency who present a constant 
threat of coronary thrombosis. 

In the refractory congestive failure group, a crit- 
ical analysis is warranted to rule out extracardiac fac- 
tors and rare causes of heart disease and to determine 
whether the findings are truly cardiac in origin. Elec- 
trolyte imbalances, such as hypochloremic alkalosis and 
hyponatremia, which may complicate the treatment of 
congestive failure have been discussed. 

The newer approaches to treatment of chronic 
coronary insufficiency have been presented. The ex- 
tremely provocative role of heparin in atherogenesis 
and its possible application in therapy have been re- 
viewed. The application of radioiodine therapy has 
been briefly discussed. The surgeon’s radical approach 
to coronary insufficiency has been presented with sta- 
tistics on results in recent surgical revascularization 
technics. 
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INTRODUCTION 

Age, as it is commonly calculated, denotes the 
number of years in a person’s life, but it is physiologic 
age, rather than chronologic age, which is important 
in the consideration of manipulative therapy for the 
aging. An individual may be old in years yet young in 
body. Conversely, a man physiologically old may be 
chronologically young. This distinction between physi- 
ologic and chronologic age is an important one, for 
manipulative therapy needs to be administered to each 
patient according to his special needs and not according 
to the number of his years. 


PHYSIOLOGIC AGE 

The determination of true physiologic age is diffi- 
cult--even the chronologic age is not always easily 
ascertained. Le Comte du Notiy' developed a mathe- 
matical equation which he believed to express true 
physiologic age as a function of the rate of wound 
healing. 

For the osteopathic physician, the sense of touch 
is the most valuable means of ascertaining physiologic 
age. The degree of tone or flaccidity of the skin and 
muscles, the texture and amount of subcutaneous fat, 
the range and freedom of joint movement, the presence 
or absence of crepitus in the joints—these are signs 
which the palpatory sense may elicit. 

Signs of aging are also apparent in posture, gait, 
circulation, muscular power, and coordination. Cramp- 
ton® devised the following test of physiologic condi- 
tion: The pulse rate and blood pressure are determined 
with the patient lying down and then are rechecked 
after the patient has been standing erect for 2 minutes. 
If the individual is in perfect condition, his blood pres- 
sure should not increase more than 4 to 10 mm. and 
his pulse rate should not increase more than four beats 
per minute. Few people will be found who can measure 
up to this test in this mechanized age where the gaso- 
line engine is substituted for the slower pace of mus- 
cular exertion. 

The effect of trauma on the patient and his re- 
sponse to it are further indications of physiologic age. 
The diversity of effects which are associated with 
strain or injury are of great importance. A traumatic 
incident that seems of slight importance may initiate 
a series of disorders that appear to be unrelated to the 
trauma. Many times the constipation which occurs con- 
comitantly with a back sprain will prove more dis- 
tressing and require longer treatment than the muscular 
disorder. Trauma superimposed upon a quiescent arth- 
ritic condition may result in a_ reactivation of the 
arthritis, causing distress which is all out of proportion 
to the initiating circumstance. Cause and effect must 
be carefully studied in each individual. 
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DIAGNOSIS 

Worcester*® states that there are no diseases pe 
culiar to old age, nor any from which the aged are 
exempt. The various modifications of disease in the 
aging are more important than their relative frequen- 
cies. Arthritis, osteoporosis, and cancer are conditions 
which should be kept in mind when examining the 
elderly patient as they may be relative or absolute con- 
traindications for manipulation. 

Thorough examinations should be made to deter- 
mine the cause of the patient’s symptoms, but care 
should be exercised in examining the elderly patient so 
that undue attention is not given to any one part of 
the examination to the extent that the patient continues 
to focus his attention upon it. Many times a physician’s 
unexplained technical remark or careless phrase will 
leave the patient mentally upset and concerned about 
himself. This is particularly true of the elderly patient 
who may have a great deal of time to think about him- 
self and his condition. 

Postural examination may disclose the basis for 
the patient’s structural problems. Chronic postural 
changes and osteopathic lesion patterns are prevalent 
in the aged, particularly in those who are prone to 
exhibit arthritic manifestations. Often the problem is 
not in locating the lesion, but in deciding which lesion 
to treat. The acme of diagnostic skill is required to 
determine what not to treat as well as what to treat. 

All elderly people who present histories of trauma 
should be x-rayed before the use of manipulative 
therapy. The presence of compression fractures and 
osteoporosis is difficult to determine without the assist- 
ance of x-ray examination. 

Weight-bearing points in the aging should re- 
ceive particularly close scrutiny because of the possible 
presence of osteoarthritis, and because the physiologic 
function of the body is in direct proportion to the 
patient’s ability to be active. Tests of motion, especially 
comparison tests of joint mobility, are important in 
examination of the extremities. One side should be 
compared with the other. 

The concept of dynamic or functional mobilit) 
should be borne in mind in studying the elderly patient. 
A complete range of joint movement is not necessar) 
for a joint to be asymptomatic and entirely adequate 
for the patient’s needs. Each individual maintains 
range of motion in accordance with his environment, 
and as long as he does not exceed his functional range 
of movement, he should have no difficulties. However, 
if he exceeds his limitations, or if his range of move- 
ment is diminished through injury or disease, symp- 
toms of joint dysfunction arise. Thus, the important 
thing in diagnosis is to determine the amount of func- 
tional mobility required by the individual. 
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Any of the common postural problems may afflict 
the aged—short leg, scoliosis, lordosis, and kyphosis. 
Of these, the anterior-posterior spinal curves are most 
frequently found to produce symptoms. Kyphosis with 
its related shoulder problem is one of the commoner 
complaints. Lordosis accompanied by excessive weight 
is often responsible for low-back pain and_fatique. 
Comfort may be obtained in these cases by means of 
stretching technics, mild corrective exercises, or the 
use of supports. Weight reduction may be suggested, 
but should not be enforced if it interferes unduly with 
the patient’s enjoyment of life. 

OSTEOPATHIC MANIPULATIVE TREATMENT 

After the diagnosis has been established, the plan 
of treatment should be discussed with the patient and 
his family if they are present. Enlisting the family’s 
assistance often insures the cooperation of the patient. 
Treatment may be classified as: (1) curative, that is, 
giving permanent results, such as for a sprain or strain 
of temporary significance ; (2) palliative, that is, symp- 
tomatic, relieving the patient of muscular aches or 
pains; and (3) maintenance. This last is also palliative 
in that it attempts to keep the patient comfortable and 
prevent further disturbance or maintains his level of 
physiologic performance. 

In most cases treatment is designed to bring the 
patient comfort and some relief from his chronic dis- 
turbances. The aged patient seldom expects a cure, nor 
does he desire one if it means sacrificing the comfort 
to which his years entitle him. He prefers the mainte- 
nance of his status quo to a radical reorganization of 
his life. 

General Rules.— 

Re-emphasis of some of the general rules for 
manipulative therapy as it is applied to the aging may 
be helpful: 


1. Both the patient and the physician should be re- 


laxed. Manipulative treatment is difficult enough to 
practice without having to work against the resistance 
of the patient. 

2. The maximum cooperation of the patient should 
be insured by making certain that he is in a comfortable 
position before starting treatment. He should be al- 
lowed ample time to adjust himself on the table. The 
physician should be careful to avoid giving the impres- 
sion that he is impatient; this he can do best when he 
himself is relaxed. Some patients cannot lie on their 
sides because of discomfort from rib or shoulder prob- 
lems. Others prefer to have their heads slightly ele- 
vated. Arthritic knees are less painful in the supine 
position when they are partially flexed, with a pillow 
under them. The patient who has an arthritic hip can 
often tolerate lying on his side if a pillow is placed 
between his legs. 

3. In general, movements should be slow, combin- 
ing force with skillful application. All initial movement 
should be slow, until the patient has relaxed and his 
confidence has been gained. 

4. Excessive force should never be applied against 
active resistance from the patient. Forceful technics 
should not be used on any elderly patient on his first 
visit. The first visit should be used to gain his confi- 
dence, which can hardly be expected to follow an ad- 
verse reaction to excessive treatment. Such a reaction 
to the first treatment may limit the physician’s oppor- 
tunity to do anything further for the patient, so it is 
well to withhold forceful corrective procedures until 
you have first ascertained how the patient responds to 
a gentle treatment. 
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The patient’s judgment as to how strenuous a 
treatment he can stand is not always reliable. Time 
should always be taken on his first visit to acquaint 
the patient with the common types of reactions to 
treatment. On his next visit ask the patient to let you 
know how he responded to treatment given on the 
previous visit. 

Comfort should epitomize the aims of manipula- 
tive therapy. Treatment should be designed to give 
maximum relief with minimum distress. In the treat- 
ment of the aged, even more than in the treatment of 
the young, skillful manipulation is required. The appli- 
cation of the correct amount of force to the joints and 
tissues, the timing of the movements, and the ability 
to recognize when to stop are of the utmost importance 
in skillful technic. 

Mennell* speaks of joint elasticity, which he states 
varies with age and function. As an example he dis- 
cussed an English family of acrobats, who for several 
generations followed this occupation. This family ob- 
served that if they did not start training the children 
before the age of two they could never recover some 
of the joint elasticity that was lost. Mennell believes 
that joint elasticity is lost in varying amounts through- 
out life, but that the loss is greatest in the extremes of 
infancy and old age. Thus, treatment should be de- 
signed to restore the aging patient’s functional mo- 
bility rather than the complete range of normal joint 
motion. No elderly patient should be treated as if re- 
juvenation were possible. 


Technics.— 

Osteopathic manipulative technics can be classified 
under three headings: 

1. Corrective technic, that is, procedures designed 
to restore joint mobility and normalize pathologic 
changes in the adjacent soft tissues. This technic in- 
volves the use of specific localized force applied to a 
joint to free it up or release it so that its mobility is 
restored. In the aging it may be defined better as 
specific treatment that restores functional mobility to 
the joint within the range of the individual’s require- 
ments. 

2. Articulatory technic, that is, procedures de- 
signed to carry a joint passively through its range of 
motion. Diagnostic procedures may be classified as 
articulatory. A test of joint mobility or an articulatory 
test of joint resistance should precede the use of force- 
ful technics. ‘‘When in doubt, articulate” is a safe rule 
to follow. 

3. Soft tissue technic, that is, procedures designed 
to effect relaxation of muscles and ligaments. This is 
important in the preparation of joints for more thor- 
ough treatment as well as to allay symptomatic effects 
of more forceful manipulative procedures. Some prob- 
lems predominantly involve soft tissues, such as mus- 
cular difficulties of the extremities. Care must be used 
in employing soft tissue technic because of the reac- 
tions that follow overtreatment or too strenuous treat- 
ment. There are no hard and fast dividing lines in the 
classification of a technic, and a technic may be classi- 
fied under more than one heading. 

Exaggeration of the lesion is an articulatory ma- 
neuver which may cause sufficient stretching and re- 
laxation of the soft tissues to permit the use of less 
force in the corrective procedure. Exaggerating the 
lesion was formerly emphasized a great deal, but lately 
has not been mentioned too frequently. It is still worth 
while and often produces surprising results. 

Gentle traction and articulating technics that em- 
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ploy breathing movements are very suitable for use on 
the elderly patient. This is particularly true in the 
cervical region. Here the desired result may be ob- 
tained by localizing the force at the site of the lesion 
and applying traction through the upper segment of the 
two vertebrae that are in lesion. A great deal of force 
is not required, and the effect may be very specific. 
When treating a rotation lesion, the patient is posi- 
tioned for correction by localizing the force at the 
site of the lesion and removing the slack, and then hav- 
ing the patient breathe in and out a couple of times. 
If this fails, a gentle teasing force in the direction of 
the usual correctivé maneuver may give the desired 
result, 

When using soft tissue technic, the less time spent 
on the patient, the slower the movement should be. 
Besides being relaxing, slow movement creates the im- 
pression that more time is being spent on the patient, 
an important consideration in treating the aging patient. 

Sudden or swinging movements in the cervical 
area should be avoided because they are apt to make 
the elderly patient dizzy, and also arthritis is often 
present in the cervical spines of people from age 30 
upwards. A quick movement against resistance may 
cause aggravation of an arthritic condition. Even ex- 
cessive use of traction may stir up some cervical condi- 
tions. It has been said that a patient will forgive almost 
any reaction to treatment but a painful neck or a head- 
ache. 

The treatment should end with the patient resting 
for a few minutes or with the application of deep, firm, 
soft tissue treatment applied to the upper thoracic 
vertebrae to counteract the cerebral ischemia that may 
come from sudden rising. If the facilities of the office 
do not permit the patient to rest there, he should be 
encouraged to rest at home following treatment. 

The length of treatment varies with the patient 
and his particular problem. In general, the older the 
patient, the shorter the treatment should be. If the pa- 
tient believes that he is buying a portion of your time, 
that time should be used in diagnosis, in talking to the 
patient, or in using a slower pace. 

Treatments should be spaced according to the na- 
ture of the problem and the patient’s reaction to treat- 
ment. For maintenance treatment, visits should not be 
more frequent than twice weekly. Many patients can 
be maintained on less treatment than is usually admin- 
istered. 

Attempts to break down postural compensation are 
seldom justified. Treatment of lesions within the pa- 
tient’s compensation pattern may suffice to give relief 
and comfort. Only a continued lack of response to 
good specific technic is an indication for an attempt at 
postural readjustment. One elderly woman complained 
bitterly to me that she had been x-rayed and told that 
she had to have a lift in her shoe. She said it was for 
the same old problem she had had all her life and that 
just one or two manipulative treatments had always 
straightened her out. A trial of treatment is always 
indicated before even suggesting the use of such meas- 
ures as lifts in the aging. 

This does not mean that lift therapy should never 
be used. In a London clinic I had a patient in her 
60’s who was physiologically 10 to 20 years younger. 
She had had a history of recurrent backache with 
stress at the lumbosacral junction. A trial of treatment 
did not produce lasting results. Postural examination 
had revealed a definite lowering of the right iliac crest, 
and x-ray examination confirmed the existence of a 


MANIPULATIVE THERAPY FOR AGING—BEAL 


Journal A.O.A. 
July, 1956 


short leg. When lift therapy was given a trial, the pa- 
tient improved. During the 6 months she was kept 
under observation, she had almost complete relief of 
symptoms. 

Specific Manipulation.— 

Whether to use specific or general treatment is still 
a much debated subject. For a long time it was puzzling 
to me to hear some of the prominent men in our pro- 
fession discourse on the subject of specific manipula- 
tion and then seem to cover the body from head to toe. 
I have since iearned that a general survey of the patient 
does not preclude specificity of treatment. A short, 
specifically applied treatment with general coverage 
may be the required therapy for the aging patient with 
osteoarthritis. The effect of treatment in this case is 
kinesiologic; it removes chronic muscle tension and 
attempts to free up the joints. It performs the function 
of maintaining joint mobility, normally a function of 
exercise, where exercise is impractical. 

The basic lesion areas should receive careful atten- 
tion, particularly the weight-bearing joints. The feet 
and hips and the sacroiliac, lumbosacral, dorsolumbar, 
cervicodorsal, and atlanto-occiput junctions—these con- 
stitute the basic lesion areas. The majority of me- 
chanical disturbances will be found at one or more of 
these points. Lesions in one area directly influence 
basic areas above and below, because contiguous 
muscles knit them together. In the spine those areas 
where the anatomical construction is changed are the 
weak links and are liable to be subjected to undue 
stress. Spinal curves either originate, cross over, or 
end at these approximate intervals. Their importance 
in treatment is unquestionable. For instance, it is com- 
mon knowledge that an occipital lesion may be cor- 
rected much more readily if a related upper thoracic 
lesion is removed first. 

Reactions.— 

The patient’s reaction to treatment should be care- 
fully studied, since an adverse effect may delay re- 
covery. Also, and more important, it may cause con- 
siderable mental anguish and concern about his ability 
to recover. Reactions to treatment vary in type and 
length. Most reactions occur within 12 to 24 hours. 
However, some delayed effects may take place 24 to 48 
hours after treatment. The type of reaction may vary 
from mild fatigue to exhaustion, from relaxation and 
relief of pain to restlessness and aggravation of pain. 

The usual reaction is that of fatigue and muscular 
soreness, which may last from 12 to 24 hours. The 
degree of disturbance is related to the amount of soft 
tissue irritation present and the extent of treatment 
given. Soft tissue technics are more apt to produce 
muscular soreness than articulatory or corrective pro- 
cedures. The reaction of the patient is often influenced 
by his underlying problem, his state of well-being, 
whether he is rested, upset. nervously, et cetera. It is 
sometimes bewildering to the novice to find that what 
is apparently the same type and length of treatment 
may produce entirely different results in the same indi- 
vidual at different times. Adverse reactions cannot al- 
ways be blamed on the treatment, for sometimes a 
patient leaves the office to do a day’s shopping. 

Manipulative treatment may be enough to tip the 
balance in some sensitive individuals and produce 
varied autonomic nervous system reactions. The cases 
of extreme exhaustion or of headache and related gas- 
trointestinal distress following treatment are usually 
found in those patients who were under emotional 
tension. 
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It is often difficult to work out the optimum dose 
of treatment for a particular patient. The reactions to 
treatment are apt to be most prominent after the first 
or second visit. In the elderly patient arthritis is often 
a complication. In such patients judicious care must 
be exercised in ascertaining the proper amount of 
therapy and the proper spacing for maximum results. 
A reaction which does not last longer than 24 hours, 
if it is followed by an amelioration of symptoms, is 
justified in these cases. Caution must be used where 
the reaction lasts longer. A re-evaluation of the patient 
and of the methed of treatment is indicated when an 
adverse result occurs. The reaction of the patient is the 
most important consideration in deciding the type, 
length, and spacing of treatments. Rest following treat- 
ment and the use of analgesics and heat are important 
adjunctive measures to help allay adverse effects asso- 
ciated with manipulative therapy. 


Manipulative treatment alone is not the answer 
for the elderly patient’s problems. More often it is the 
physician’s interest in him that stirs the patient’s mind 
and reawakens his interest in life. The will to live is 
in proportion to the interest in life. The patient needs 
encouragement and understanding. Friendship from 
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the physician is desired in all its meaning. The patient 
who is confined to bed should be encouraged to become 
ambulatory as soon as possible. 

Many times the patient will do more under the 
guidance of the physician than he will for the family. 
Like youth, the aged have a strong desire for inde- 
pendence. Further, they are concerned about being a 
burden to friends or family. Reassurance is needed to 
combat insecurity and loneliness. Talk to your elderly 
patient and encourage him to talk to you. And keep 
your aged patient ambulatory if you want to keep your 
aged patient alive. 

CONCLUSIONS 

In general, manipulative therapy is kinesiologic. 
It strives to restore normalcy in the functions of 
muscle and joints. It aids the normal exchanges of 
tissue fluids and assist venous and lymphatic flow. 
Furthermore, it is relaxing. At times it has a euphoric 
effect as well as a sedative action. Properly adminis- 
tered, manipulative therapy contributes to the well- 
being of the patient. These results are an assurance 
that osteopathic manipulative treatment is beneficial 
to the aging patient. 
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INTRODUCTION 

In 1921, Ewing described the tumor which now 
bears his name and called it endothelial myeloma. It is 
also known as diffuse endothelioma. Licke' first recog- 
nized this tumor in 1866. The term endothelioma was 
introduced in 1889 by Golgi, who applied the term to a 
large group of poorly understood tumors whose cellular 
composition appeared to be endothelial in character.* 

Two groups of tumors stem from the bone marrow 
according to Luck.? From the marrow blood cells and 
their progenitors stems the myeloma series, such as 
multiple myeloma; and from the supporting structures 
of the marrow, the reticuloendothelial tissues, stem 
three tumors—Ewing’s tumor, reticulum cell sarcoma, 
and hemangioendothelioma. Conner, in 1926, classified 
the reticuloendothelial marrow tumors into three types: 
(1) angioendothelioma, (2) reticulum cell sarcoma, and 
(3) diffuse endothelioma (Ewing’s sarcoma). Ewing 
did not believe that the reticulum cell sarcoma was re- 
lated to the endotheliomas, but Oberling’s theory is that 
I:wing’s tumor and the reticulum cell sarcoma are 
variants of the same tumor and that both originate from 
reticulum cells. Stout, Jaffe, Lichtenstein, Weinmann, 
and Sicher share this view. Oberling further states the 
helief that the reticulum cell is also the ancestral cell 
for lymphocytes, plasma cells, myelocytes, and erythro- 
hlasts.? 

In spite of all of the cases that have been recorded 
and the amount of work that has been done in relation 
to Ewing’s sarcoma, it remains a controversial subject 


*Presented at the Annual Meeting of the American Osteopathic 
Academy of Orthopedics, Washington, D. C.. Nov ber 1, 1955. 


in the field of bone tumors. This is not too surprising 
inasmuch as there is as yet no unanimity of opinion 
about the classification of the neoplasms of more or 
less undifferentiated round cells. Positive identification 
of Ewing’s tumor from biopsy specimens alone is 
particularly difficult since the tissue is prone to undergo 
degeneration, with resultant distortion of the cytologic 
details, necrosis, and secondary leukocytic reaction. 
This confusion is compounded by the susceptibility of 
the tumor tissue to radiation. Often routine diagnostic 
exposures will affect the cytology, making identification 
even more difficult. 


The clinical picture is also confusing. Many early 
writers on the subject spoke of the typical roentgeno- 
logic features of onion-peel proliferation. That this is 
not commonly seen is borne out by a review of litera- 
ture. Other laboratory findings, such as elevated sedi- 
mentation rate and leukocytosis, and even the clinical 
feature of low-grade fever which have been reported 
as characteristic are not necessarily common features. 
When these features are found, they usually indicate 
only a more rapid termination of the case. That clin- 
ically the tumor has to be differentiated from the low- 
grade infections such as tuberculosis is borne out by 
the fact that early sections have revealed only inflam- 
matory tissue without any suggestions of tumor. How- 
ever, later in the course of the disease, unquestionable 
microscopic confirmation of the presence of endotheli- 
oma has been found, which brings us to the theories 
of etiology. Certainly with such a background, either 
trauma or infection, possibly from a virus, could be 
considered as being the etiologic agent. 
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Ewing’s sarcoma does not produce either cartilage 
or bone. Where new bone is found in relation to this 
tumor, it is reactive bone rather than tumor bone. It 
is indistinguishable from healing or inflammatory bone 
and is due to reparative effort of the bone-forming 
elements. Degenerating bone surrounded by tumor 
cells represents destruction of the normal architecture 
of the cortical lamellae. These processes occurring si- 
multaneously give rise to the so-called characteristic 
roentgenologic appearance of Ewing’s sarcoma and also 
account for the erroneous impression that this tumor 
produces bone. 

The clinician can hardly be expected to be inter- 
ested in the subtleties of the variants of the round cell 
tumor microscopically or with theoretical considerations 
of its histogenesis. His concern is with diagnosis and 
management. Therefore, this paper will be primarily 
concerned with clinical features of the condition. 


AGE AND SEX INCIDENCE 


Ewing’s sarcoma is most commonly observed in 
adolescents or young adults between the ages of 10 and 
25 years, although there are exceptions where a younger 
child or an older adult may be involved. Using the age 
factor in differential diagnosis one should bear in mind 
that in young children, particularly, neuroblastoma is a 
strong possibility, and in adults in their third and 
fourth decade, a metastatic carcinoma must always be 
suspected. Beyond the fifth decade, multiple myeloma 
becomes a major possibility which must be considered 
when dealing with this type of tumor. The incidence 
of Ewing’s sarcoma in males is approximately twice 
that seen in females. 

DISTRIBUTION 


Usually in the beginning, only a single skeletal 
lesion is recognized clinically or demonstrated roent- 
genologically. In an occasional case, however, x-rays 
may reveal additional so-called clinically silent foci of 
bone involvement or even, possibly, pulmonary metas- 
Morton lists the distribution of 190 Ewing’s 


tases. 
sarcomas as follows :° 
Lower Extremities Cases 
Tibia 39 
Femur 38 
Fibula 16 
Foot—small bones 7 
Patella 1 
101 
Upper Extremities 
Humerus 19 
Clavicle 8 
Scapula 7 
Radius 5 
Ulna 4 
43 
Axial Skeleton 
Pelvis 25 
Ribs 13 
Spine 6 
Skull 1 
Jaw 1 
46 


Lichtenstein‘ states: 
In so far as the limb bones are concerned, it is usually the 
shaft rather than the end of the bone that is affected. Also, 


while the large bones are often involved (the femur, tibia, and 
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humerus particularly) it is rather surprising how often the 
fibula is the site of the presenting tumor. 
SYMPTOMS 

Pain apparently is the one outstanding consistent 
complaint; it is usually of some weeks’ or a month’s 
standing before the patient confronts the physician with 
the problem. Most patients are prone to relate any 
syndrome to trauma, and such is the case here, but 
rarely does one find trauma specifically related to the 
actual onset of the complaint. The pain is localized, 
throbbing in character, and more severe at night. 
Listening to the patient’s description of the pain, one 
is impressed with its similarity to the throbbing type 
of pain so commonly seen with a chronic, low-grade 
abscess. The pain is usually progressive, and with it 
the patient will often call attention to localized swelling, 
the second most consistent complaint. Tenderness when 
pressure is applied to the swollen area is found in 
practically all cases. Frequently, the subcutaneous veins 
overlying the lesion are prominent. Local heat, usually 
found in low-grade infection, is more commonly ab- 
sent, even though the patient may state that the area 
feels somewhat warm. 


PHYSICAL FINDINGS 


Physical examination of the patient usually reveals 
a mass that is somewhat firm, slightly tender, with the 
superficial veins overlying the area somewhat dilated. 
Finding the tumor mass only serves to emphasize the 
strong tendency of Ewing’s sarcoma to break through 
the cortex of the bone and spread into the surrounding 
soft tissues. The patient often walks with a limp when 
the lesion is located in the lower extremity. 


ROENTGENOGRAPHIC FINDINGS 

Diagnosis by x-ray examination alone is impossible 
in my opinion. If the lesion is still small, the picture is 
more often misconstrued as that of an inflammatory 
lesion. If the tumor lesion is expanded enough to sug- 
gest a malignant tumor, it is then more commonly mis- 
interpreted as some other malignant tumor. The only 
fairly consistent finding on x-ray is that of destruction 
or lysis of bone. In some cases, the lesion may appear 
merely as a small zone of mottled rarefaction reflecting 
destruction of the spongiosa and, to a lesser degree, of 
the overlying cortex, associated with only a trace of 
periosteal reaction in the formation of new bone. This 
picture is suggestive of an inflammatory lesion such as 
a pyogenic or tuberculous osteomyelitis rather than a 
tumor. However, within a month or two, there is evi- 
dence of rapid extension of the pathologic area within 
and beyond the bone itself. 

It cannot be emphasized too much that in the be- 
ginning the roentgenogram reveals only a relatively 
small area of bone destruction and that this cannot be 
taken to indicate the actual extent of the involvement of 
bone marrow spaces, which may already be riddled by 
neoplastic tissue. As the tumor progresses, the x-ray 
may reveal some expansion, but this is not pronounced. 
It appears to be irregularly rarefied and mottled from 
the presence of smaller or larger foci of relative radio- 
lucency and shows the destruction of the cortical out- 
line over a variable distance. Reactive deposition of 
new bone by the periosteum, where the neoplastic tissue 
is penetrating the cortex, is very conspicuous. If the 
so-called typical onion-peel appearance is sought on 
x-rays, the diagnosis will be missed in many cases. 
Even if it is present, it is not necessarily indicative of 
Ewing’s sarcoma. In summarization of the x-ray find- 
ings, then, it can be said that Ewing’s sarcoma is often 
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mistaken for inflammatory lesions in the beginning and 
in the later stages for other malignant tumors. 


LABORATORY FINDINGS 


Other common laboratory findings are leukocytosis 
and an increased sedimentation rate. The serum alka- 
line phosphatase is frequently slightly elevated. As 
stated before, when the sedimentation rate is increased 
and the leukocytosis and low-grade fever also are pres- 
ent, the probability of a rapid fatal termination is much 
greater. 

GROSS PATHOLOGY 

The extraosseous tumor mass is soft and friable, 
and the greater part of it is light gray. The reddish and 
dark brown areas that are present appear similar to 
placental tissue and represent sites of hemorrhage and 
necrosis. Hemorrhage is quite common within the 
tumor itself, as the vascularity is generally pronounced. 
Sinall pseudocysts are not infrequently seen where the 
necrotic tissue has liquefied. Multiple fibrous bands 
crisscross the tumor mass. In the majority of cases, 
the extracortical mass represents the largest portion of 
the tumor. 

MICROSCOPIC PATHOLOGY 


In a well-stained section, the cells that make up 
Ewing's tumor are as uniform as the cells in the osteo- 
genic sarcoma are varied. However, secondary changes 
may obscure these findings or make it difficult to dem- 
onstrate them in an individual biopsy specimen. There 
may be large fields in which the tumor cells have been 
altered by degeneration and necrosis or by hemorrhage 
and reparative reaction to it. There may even be areas 
in which reactive, inflammatory changes dominate the 
picture. Degeneration causes the nuclei to appear small 
and pyknotic and such nuclei are likely to be sur- 
rounded by a narrow zone of cytoplasm with a delimit- 
ing cell border. Also, the areas in which the cells have 
undergone necrosis may be heavily infiltrated with 
polymorphonuclear leukocytes. 

The neoplastic tissue examined will reveal that 
many of the vessels are collared by tumor cells. How- 
ever, the vessel spaces are not lined with tumor cells. 
Tumor cells arranged circularly in a so-called rosette 
are characteristic. However, it can generally be seen 
that the centers of these formations represent degenera- 
tive cells with shadows which are still perceptible rather 
than fibular or granular cores as are seen in neuro- 
blastoma. A few mitotic figures are seen even in the 
crowded areas which give the cells their polyhedral ap- 
pearance. Campbell and Hamilton? utilized the number 
of mitotic figures (“chromatin knots’) in each high 
power field as a basis for establishing the prognosis. 
Cases were graded from one to four. A count of five 
or less mitotic figures per high grade field was classified 
as grade one. Grade two had six to ten mitotic figures, 
grade three, eleven to fifteen, and grade four, more than 
fifteen. Experience indicated that patients in grade 
one had a 31 per cent chance of living 5 years and a 23 
per cent chance of living 10 years and that patients in 
grades three and four probably would not survive much 
longer than a year. ‘im 


TREATMENT AND PROGNOSIS 


In spite of the classification by Campbell and 
Hamilton and the utilization of the increased sedimen- 
tation rate, leukocytosis, and low-grade fever as prog- 
nostic features, treatment remains confused. It has 
been demonstrated repeatedly that adequate x-ray ther- 
apy may bring about remarkable amelioration of com- 
plaints referable to the tumor site. However, at autopsy 
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these patients usually manifest wide skeletal metastases 
as well as visceral extension, notably to the lungs. On 
the other hand, surgical excision, even where possible, 
offers littlke more hope to the patient or the family. 
Lichtenstein‘ states : 

In the 17 cases covered by this survey, there was not a single 
cure, even in those cases in which surgery was resorted to 
promptly after the diagnosis was established, and all but 3 par 
tients were dead within 3 years of the onset of symptoms. 
Otherwise, I have personal knowledge of only a single cure, in 
a patient who is known to be alive and well 20 years after 
amputation of a lower limb for a tumor of the fibula, diagnosed 
as Ewing’s sarcoma (I have reviewed the biopsy slide and am 
willing to accept the tumor in question as Ewing’s tumor). 

As of 1935, The Registry of Bone Sarcoma re- 
ported that 10 patients of some 126 registered cases of 
Ewing’s sarcoma, all of them surgically treated, had 
survived from 5 to 21 years following treatment.* All 
of these statistics offer some encouragement, but one 
must recall that the diagnoses were made by different 
observers and that some of them may have been mis- 
taken. At least some of these tumors in question may 
have represented primary reticulum cell sarcomas still 
limited to a single bone marrow focus. 

Under the circumstances, with such a grave prog- 
nosis, one could recommend biopsy for positive identifi- 
cation, followed by surgical extirpation whenever pos- 
sible. Intensive x-ray irradiation after the biopsy has 
been performed could also be utilized. However, in my 
opinion, one should not rely upon irradiation alone. 
Although Ewing’s sarcoma is regarded as a multicen- 
tric tumor, tending to spread over the entire skeletal 
and visceral components, there may very well be occa- 
sional cases in which the neoplastic process is more or 
less limited to a single bone. This, of course, would ac- 
count for the few cures that have been observed and 
offer some hope for the patient. 


PRESENTATION OF A CASE 


A 23-year-old white woman presented herself with 
pain and swelling in the right ankle. 

History.—The onset occurred in November, 1952, 
with pain and a “lump,” which the patient noticed first 
in the middle of the night. Some 24 hours later the 
pain had subsided, but it returned periodically, each 
attack lasting about the same length of time. When 
first seen the patient had had constant swelling in the 
area for the last 8 weeks, the pain had been continuous 
during the preceding 6 days, and there was some diffi- 
culty in walking. There was no known injury, no pre- 
vious trouble in the area, and no other joints were 
involved. There had been no night sweats or weight 
loss. However, the patient did state that she had been 
quite tired most of the time during the past 6 months. 
She had been working approximately 14 hours a day 
some 2 or 3 months previously, but even though she 
had stopped working the long hours, she still had fa- 
tigue. A temperature chart, taken by her at the request 
of her family doctor over the previous few days, re- 
vealed an average in the evening of about 99.2 F., or 
about a 1-degree rise as compared with her morning 
temperature. She had not had tuberculosis or diabetes. 
She had pneumonia at the age of 6, with empyema 
which was drained surgically about seven times. She 
had pneumonia again at the age of 8 and at the age of 
11. She had had no cardiac disorders and no surgery 
other than the chest surgery mentioned. 

revealed a well-nour- 
ished slender Caucasian female who appeared near her 
given age of 23 years. The right ankle presented a 
moderately swollen appearance. The swelling was firm 
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and somewhat doughy. The area was not hot and in- 
flamed as it would have been in an acute infection due 
to staphylococci or other such organisms. The findings 
were almost the classic findings of tumor alba. There 
was a fair range of motion of the ankle joint, although 
the swelling was quite tender, especially over the lateral 
superior fibular area. There was an old scar on the 
left chest in the midline and also one in the postero- 
inferior area. No other gross abnormalities were noted 
in the examination. Anteroposterior and lateral x-rays, 
taken by the referring doctor and brought in by the 
patient, revealed some soft tissue swelling in the pos- 
terior ankle area about 1 handbreadth proximal to the 
distal end of the fibula (Fig. 1). Some irregular 
roughening of the medial aspect of the fibula in that 
area was also observed. The ankle joint itself did not 
seem to be involved. 


Fig. 1 

Diagnosis.—Diagnosis was (1) probable tubercu- 
lous tenosynovitis and (2) possible neoplasm. 

Using aseptic technic with local infiltration of 1 
per cent procaine as anesthesia, an attempt was made 
to aspirate material from the area. About 0.5 cc. of 
liquid was successfully aspirated, in which there was 
white, granular, cheesy material. Apparently there was 
not enough liquid present to permit adequate aspiration. 

The patient was placed in a circular plaster cast 
from the tibial tubercles to the toes, with the dorsum 
of the toes uncovered and the ankle in neutral position, 
while awaiting further laboratory work. The results of 
blood Kahn and Mazzini tests were negative, as was 
that of the urinalysis. The hemoglobin was 68 per 
cent, and the erythrocyte count was 3,940,000 with a 
color index of 0.88. A very slight hypochromia was 
noted, with possibly a very slight polychromasia. An 
occasional poikilocyte was seen. The total leukocyte 
count was 7,800. On a differential count, the total 
neutrophil count was 70, with 66 segmented and 4 stab 
cells. The lymphocytes totaled 28, and 2 monocytes 
were seen. The sedimentation rate was 22 mm. in 60 
minutes. 

The results of direct smear and cultural examina- 
tion of the aspirated material were negative for acid 
tast bacilli. Examination of a gram stained smear from 
aspiration performed on August 12 revealed many pus 
cells, a moderate number of gram negative diplococci, 
a few gram positive cocci, and diplococci. No acid fast 
bacilli were seen. On culture, gram negative diplococci 
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Fig. 2 


were found that culturally and morphologically resem- 
bled Neisseria sicca. 

A chest x-ray examination on August 8 was 
thought by the roentgenologist to show pathology simi- 
lar to that in the ankle, primarily because of the 
spindle-shaped enlargement of the left third rib (Fig. 
2). However, with the past history, this could easily 
be due to the old thoracotomy. 

On August 21, 1953, the cast was removed, and 
again the area was aspirated. This time bright red 
blood was removed, about 30 cc., which appeared to be 
under considerable pressure. Smears and cultures were 
repeated and examination was made with Papanicolaou 
stain. Anteroposterior and iateral x-rays of the ankle 
revealed further destruction of the fibula ( Fig. 3). 

On August 24, further study of the dry films and 
all information, such as the. laboratory work and radio- 
graphic metastatic survey, changed the diagnosis to a 
probable Ewing’s sarcoma. This was discussed with 


Fig. 3 
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the patient, who was admitted to the hospital for a 
biopsy with the understanding that if it proved positive, 
amputation would be the procedure of choice. 

On August 31, through a 6-inch lateral fibular inci- 
sion, an egg sized tumor mass was noted. The central 
degenerated portion resembled placental tissue. It was 
well infiltrated into the soft tissues and was quite vas- 
cular (Fig. 4). The biopsy specimen (Fig. 5) was pro- 
nounced sarcomatous by the pathologist. Therefore an 
amputation was performed. Following the amputation 
the tumor was dissected free, revealing the area of 
involvement of the fibula with the large tumor mass 
(Fig. 6). Further sections taken at that time proved 
the tumor to be Ewing’s sarcoma (Tig. 7). 

Pathologist’s Findings.— 

Dr. W. Harriett Davis reported the following: On 
August 31 after examination of a frozen section of the 
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tumor mass, a right mid-thigh amputation was done. 
Most of the soft tissues were resected from the tibia 
and the fibula and the upper thirds of these bones were 
removed. This dissection exposed a primary tumor 
mass which was seen as an ovoid, lobulated, firm tissue 
mass overlying the lateral aspect of the distal third of 
the fibula. It had replaced some of the soft tissue and 
appeared to have a pseudocapsule. A recent surgical 
incision adjacent to the points of invasion of the fibula 
showed clotted blood and ragged margins of the tumor. 
Portions of the tumor could be seen arising between the 
tibia and the fibula. The entire mass measured approxi- 


Fig. 7 


mately 11 by 7 by 4% cm. The cut surface displayed 
fairly homogeneous, firm, gray-white tumor tissue in- 
terspersed with irregular zones of necrosis and scant 
hemorrhage. The moth-eaten appearance of the cortex 
of the fibula was the result of invasion as seen in the 
medullary cavity, which though not particularly 
widened, contained a similar type of tumor tissue. 
Microscopic examination of sections from the 
main tumor showed extensive trabeculae of tumor cells 
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Fig. 8 


which in most instances were similar in size and con- 
tour. The cytoplasm was seldom visible and when seen 
was poorly. demarcated. Nuclei were round to ovoid 
and darkly pigmented; nucleoli were seldom identified. 
Mitoses were not frequent. The tumor was not re- 
markably vascular, but in some instances vessels ap- 
peared to be lined by tumor cells. Tumor thrombi 
were not encountered. Frequent areas of degeneration 
were seen, and there was some recent hemorrhage 
(Fig. 7). 

Progress.—The patient developed some pain fol- 
lowing the amputation, but none in the extremity re- 
ferable to a tumor.mass. Since it was felt by the oper- 
ating surgeon that this was a definite phantom pain she 
was given procaine nerve blocks which relieved the 
pain. Repeated x-rays of the stump and other skeletal 
surveys failed to reveal metastases. 

On February 3, 1954, the sedimentation rate was 
elevated to 50 mm. in 60 minutes. On February 16 the 
patient started complaining of left-sided headaches and 
some aching in the neck. She stated this had been 
present for approximately 2 weeks. Skull x-rays taken 
at that time, together with lateral and anteroposterior 
views of the cervical areas, were negative for osseous 
involvement. She was referred to an otorhinolaryngolo- 
gist for examination because of left visual difficulty. 
He thought that metastases were present but was not 
certain and therefore requested the patient to return in 
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a few days for further evaluation. When the patient 
returned in 2 days, she was totally blind in the left eye. 
From that time on, the course was progressively down- 
hill. The swelling in the left eye became pronounced 
until there was a unilateral, gross exophthalmus. The 
patient was then hospitalized, and chest x-rays revealed 
progressive involvement of the lung field (Fig. 8). 

The patient expired on May 18, 1954. 

Autopsy Findings.— 

Dr. Julian J. Gonzales reported the following: 
Anatomic summary: The body was that of a pallid, 
cachectic, young Caucasian female exhibiting marked 
left exophthalmus and periocular discoloration. The 
right lower extremity had been amputated above the 
knee. No edema or other external diagnostic features 


Fig. 10 


were observed. No fracture, erosion, or softening of 
skull surfaces was noted. There was meningeal pallor 
and a moderate flattening of the cerebral convolutions. 
A circumscribed, soft, friable, pale, grayish pink 
neoplasm lay within the interior surface of the left 
frontal lobe (Fig. 9). It measured 4 cm. in diameter 
and extended into and eroded the bony table of the left 
anterior cranial fossa. The sella turcica was particular- 
ly eroded, but the pituitary appeared to be uninvolved. 
No sign of hemorrhage or abscess was noted. There 
was extensive invasion in the left retrobulbar space and 
paranasal sinuses. The brain weighed 1220 grams. 

. The mediastinal structures in both lungs were filled 
with dirty gray, soft, necrotic, neoplastic tissue (Fig. 
10). It was impossible to remove the lungs without 
fragmentation because they were so extensively bound 
to the parietal pleura. Section revealed circumscribed, 
soft, grayish-green, necrotic masses of variable size 
distributed through every region of the lung. The lungs 
weighed 1820 grams. The heart was small and grossly 
free of metastatic involvement. The myocardium was 
a homogeneous, light chocolate brown and displayed no 
signs of infarction. The valves were of normal di- 
ameter and were free of scarring, vegetation, or de- 
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formity. The coronary vessels were soft and free of 
occlusion by plaque or thrombus. A few scattered, soft 
intimal plaques were present through the proximal seg- 
ment of the aortic arch. The heart weighed 200 grams. 

The abdomen was free of fluid. The mesenteries 
and omentum were devoid of fat. No evidence of neo- 
plasm obstruction or ulceration was present in the 
gastrointestinal tract. Numerous hard fecal masses lay 
within the lumen of the large bowel. The liver was 
dark chocolate brown, smooth, and displayed chronic 
passive congestion. Metastatic neoplasm was not ob- 
served. No abnormality of the gallbladder or bile ducts 
was encountered. The liver weighed 1000 grams. The 
spleen was small, weighing but 80 grams. It was soft, 
and its cut surface was congested, though of relatively 
normal appearance. The pancreas was small, weighing 
40 grams, and its cut surface was dark grayish-tan with 
normal architecture. 

The kidneys were small, smooth surfaced, and dis- 
played no corticomedullary, calyceal, pelvic, or ureteral 
abnormality. Each kidney weighed 120 grams. The 
uterus was small, of normal contour, and weighed 60 
grams. No sign of malignant degeneration was de- 
tected. The adnexa were in normal relationship to the 
uterus and displayed no gross abnormality. The thyroid 
gland was soft, symmetrical, and weighed 12 grams. 
The adrenals were of the usual contour, soft, and free 
of neoplasm. They weighed 17 grams. 

Dr. Francis J. Buck reported as follows: Sections 
of the neoplasm were prepared for microscopic exami- 
nation from various metastatic sites including cranial 
bone, pituitary, retrobulbar tissue, lung, and brain. The. 
tumor was similar in appearance in all areas. It was 
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composed of closely packed sheets of small, round or 
ovoid, deeply basophilic, polymorphic cells. These ex- 
hibited numerous abnormal mitoses; areas of necrosis 
and hemorrhage were common. The sheets of tumor 
cells were separated and supported by loosely woven 
perivascular connective tissue partitions. The histologic 
appearance of the tumor was typical of Ewing’s sar- 
coma. Sections of liver, adrenals, spleen, kidneys, pan- 
creas, heart, and ovaries exhibited no significant pa- 
thology. 

The death certificate listed the immediate cause of 
death as inanition and debilitation, caused by sarcoma- 
tosis due to Ewing’s sarcoma, for which amputation 
had been performed. Intracranial metastases were also 
present. 

SUMMARY AND CONCLUSIONS 

A review of Ewing’s sarcoma and a report of a 
case with the common findings of localized pain, swell- 
ing, and tenderness, low-grade fever, leukocytosis, and 
increased sedimentation rate in a 23-year-old woman 
have been presented. 


Diagnostically, Ewing’s sarcoma is often confused 
with a chronic abscess early in the disease process and 
with other neoplasms as the disease progresses. 

Prognosis is poor in spite of surgery or radiation 
or both. However, if the lesion is accessible, amputa- 
tion and radiation offer the only hope for survival. 
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Though every patient is a test subject and every operation, 
treatment, regimen, or program is, in the strict sense, an ex- 
periment, do not use the word experiment in front of patients 
and never mention human guinea pigs. Language, the really 
marvelous development and developer of man’s brain, is the 
hardest tool to use well, the hardest technique to master. In 
our transactions especially with patients and as models for our 
students, we should study at all times how we may improve our 
mutual understanding by the use of language. Words are subtle, 
slippery, changing chameleons, leaving our lips with one intent, 
heard with a different meaning or implication, misunderstood, 
or falsely emphasized. Out of context they may be frightening. 
They may be clutched at as straws of hope or rejected as mes- 
sengers of evil. They are sources of anguish when they are 
interpreted as a sentence of death or invalidism. The long 
words we may let slip are a great annoyance and frustration 
to the unsophisticated or even the sophisticated patient. Trans- 
late into common terms that a child can understand. Avoid all 
terror words such as cancer, pernicious, and malignant. Avoid 
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the long and technical words if they are unfamiliar. The pa- 
tient may be able to take “electrocardiogram” in stride but he 
may be completely bewildered by “dyspnea.” In talking to pa- 
tients, and especially about patients, avoid the good zoological 
labels of “male” and “female,” accurate though they be. It is 
just as easy to say man or woman, girl or boy. It avoids the 
implication of the patient’s being a specimen or subject of 
experiment. At the same time, it removes the subtle, but very 
real implication, of intellectual or social superiority. We don’t 
refer to our own children as three-year old white males, we 
call them little boys (or holy devils). Few of us would intro- 
duce our mother or Aunt Maggie from Dubuque as a charming 
fifty, sixty, or seventy-year old white female. This crude usage 
is an example of the shocking depersonalization in medicine, 
so subtle that physicians rarely recognize it and rarely think 
about it. Patients resent it, though, in their quiet acceptance, 
they say little—William B. Bean, M.D., Journal of the Student 
American Medical Association, June, 1956. 
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Histidine was discovered simultaneously by Hedin 
and Kossel in 1896.! The chemistry of many of the 
amino acids was considered old before it was discov- 
ered. Histidine is beta-4-imidazole-alpha-amino pro- 
pionic acid. It contains one amino group in the side 
chain and one imino group in the ring. It contains one 
asymmetric carbon atom and is likewise optically active, 
existing as both p-histidine and L-histidine. It is one 
of the amino acids that is a strong base, the other two 
being arginine and lysine. These three amino acids 
constitute the so-called hexone bases that are founda- 
tion material in protein structure. Histidine is con- 
sidered one of the indispensable amino acids and is 
present in many of the proteins found in the human 
body—plasma proteins, anserine, carnosine, ergothio- 
neine, the cytochromes, hemoglobin, et cetera. It has 
been found to be essential to growth and development 
in the young and to body maintenance in the adult. In 
all cases only one form, the L-form, is utilized by the 
body. Histidine is subject to a continuous process of 
successive deaminations and aminations involving the 
alpha-amino group. Histidine has been predicated as a 
precursor of glutamic acid, creatine, and arginine, 
though there is strong opposition to this idea today.’ 

In 1910 Ackermann® observed that histidine was 
converted to histamine by bacterial putrefaction. Hista- 
mine had been isolated from ergot by Barger and Dale* 
a few months prior to this observation. Almost simul- 
taneously Dale and Laidlaw® pointed out that the effects 
of histamine and the manifestations of anaphylactic 
shock had many points in common. A great many 
papers dealing with histamine versus anaphylaxis ap- 
peared between 1911 and 1920. In the early 1940's 
Dragstedt® and Feldberg’ summarized the literature 
dealing with the mechanisms of anaphylactic shock and 
the allergic reaction ; in these summaries the conclusion 
is reached that the liberation in the tissues of heparin, 
histamine, and possibly choline can account for all the 
prominent symptoms observed. 

Beginning in 1918 Koessler and Hanke* published 
papers in which they estimated that Escherichia coli 
in the gastrointestinal tract of man maintained con- 
stantly from 6 to 20 mg. of histamine. A little later, in 
1924, these same men established that the daily urinary 
excretion of imidazole complexes, or partial histamines, 
amounted to 120 to 220 mg.*® In 1930 Kauffmann and 
Engel’® estimated the daily urinary excretion of imida- 
zole complexes as 150 to 600 mg. Incidentally, Koessler 
and Hanke? also reported the lowest values in cases of 
nephritis and the highest values in cases of liver dis- 
ease. 

While Koessler and Hanke were engaged in mak- 
ing the above mentioned study, Koch, Luckhardt, and 
Keeton" had made an active preparation from the py- 
loric mucosa of the cat and concluded that the prepara- 
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tion contained histamine, or at least the same ring 
structure as histamine. Edkins'® had raised this ques- 
tion when he described a chemical stimulator of gastric 
secretion. He obtained the substance used from pyloric 
mucosa and referred to it at first as a “specific secreta- 
gogue,” but later it was referred to as “gastric secre- 
tion” or “gastrin.” Edkins made his contribution 
around 1906 and started the investigation of the part 
played by histamine in gastric secretion. Keeton and 
Koch’ in 1915 showed that the mucosa of the duo- 
denum also produced gastrin. 

About 1920 Popielski’® learned that subcutaneous 
injection of traces of histamine stimulated a copious 
flow of gastric juice. Ivy’ working with Kim isolated 
histamine as the picrate from a hydrochloric acid ex- 
tract of pyloric mucosa. 

Just a few years previously Ivy and Javois studied 
the effects of several amino acids’ as well as several 
primary amines"® for histamine activity. These men re- 
ported that several substances studied by them are po- 
tent secretagogues with a high degree of specificity. 
As an example, they found beta-alanine, one of the 
amino acids, to be a powerful excitant while its alpha 
isomer they found to be a very feeble excitant. During 
the 1920’s and early 1930's it seemed that Koch, Luck- 
hardt, and Keeton" and Kim and Ivy’® had proved that 
gastrin and histamine were one and the same, but a 
few years later, Komarov?® and Ivy*! working sep- 
arately each prepared histamine-free gastrin, and again 
the question became debatable. 

This extended survey is intended to point out the 
conflicting ideas from which our present-day knowledge 
of histamine had its origin. But before passing to cur- 
rent ideas, there are still a few outstanding basic dis- 
coveries that should be mentioned. In 1931, Best and 
McHenry” isolated histaminase, an enzyme that de- 
stroys histamine by breaking the ring structure. This 
enzyme is present in abundance in the kidney, spleen, 
muscle, adrenals, blood, and intestinal mucosa. There 
seems to be little or no histamine in the lung, liver, or 
gastric mucosa. In 1930, Edlbacher and Kraus?* iso- 
lated histidase from the liver. This enzyme breaks the 
ring structure of histidine. The broken ring structure 
can then apparently be used by the body to synthesize 
necéssary constituents. 

Animal tissues in general and the kidney and in- 
testinal mucosa in particular produce a decarboxylase 
“hich removes the elements of carbon dioxide from 
histidine and thus converts it to histamine. This reac- 
tion apparently is the main source of pathologic hista- 
mine. In 1926, Abderhalden and Gebelein** succeeded 
in converting histidine into histamine by treating the 
former with diphenylamine. Thus it is possible that 
many similar chemical reactions may be a source of 
histamine. In 1949, Urbach®* discovered that histamine 
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is partially detoxified by the formation of an acyl de- 
rivative, possibly in the liver, in which form it is sup- 
posed to be eliminated from the body. These last two 
observations lend credence to the possibility of a varied 
cycle of formation of histamine followed by detoxifica- 
tion. Leukotaxine may be a histamine liberator.*® 
Thermal, mechanical, physical, and chemical injury 
may liberate histamine from the tissues. 

In light of what has been written it is well at 
this point to annotate the various physiologic, pharma- 
codynamic, and biodynamic properties ascribed to hista- 
mine. 

. Administered orally, it is nontoxic. 

. Administered intravenously, it is highly toxic. 

. It is a vasodilator. 

. It may lower blood pressure to shock level. 

. It stimulates smooth muscle. 

. It promotes gastric secretion. 

. It acts directly on sensory nerve endings and 
may be a chemical mediator of pain, as acetylcholine 
and sympathin are chemical mediators in the autonomic 
nervous system. 

8. It disturbs protein metabolism. 

9. It may cause extreme capillary permeability 
with accompanying edema. 

10. It tends to lower calcium in the serum and 
increase it in the liquid of hemolyzed erythrocytes. The 
potassium ion changes in the opposite way. 

11. It is not destroyed by perfusion through liver 
slices. 

12. Anaphylatoxin liberated by the sensitizing an- 
tibody, anaphylactin, in the hypersensitive individual 
may in many cases be histamine. 

13. Histamine produces two of the three factors 
of inflammation.** 

a. It produces vascular capillarity. 

b. It increases capillary permeability. 

c. It does not produce migration of leukocytes to 
injured areas. 

14. It lowers body temperature. 

15. It decreases oxygen consumption. 

From the above facts it would seem that histamine 
should be classed as the wonder chemical of the bio- 
logic world. It is relatively a simple, small molecule 
with the empiric formula C;H,N; and a molecular 
weight of 111. The basis for its potency must be re- 
lated to its molecular configuration, that is, to its 
physicochemical properties. It must be truly an ac- 
celerator and an inhibitor in a strict chemical sense. 
To attempt to explain the reactivity in terms of chemi- 
cal or metabolite antagonists would lead us far afield 
of the purpose of this paper. However, two statements 
which seem to be major postulates will be given: 
Histamine is a normal constituent of the human body,”* 
but it is present in an inactive form, perhaps bound to 
certain amino acids within the cell. In the allergic re- 
action the cell is injured in an unknown manner by the 
union of antigen and antibody, and the histamine is set 
free.** 

According to the second postulate, there are in 
the body certain normal histamine-receptor sites. There 
are certain substances which, if present in the body, 
are capable of occupying these sites which histamine 
would normally occupy, and for this reason no hista- 
mine effects can appear. We hereby refer to the so- 
called histaminolytic drugs. In this connection one of 
the Fourneau preparations, 929 F, used experimental- 
ly on animals injected with histamine, protects the 
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animal from shock and prevents the action of 
histamine on smooth muscle, but it does not coun- 
teract the stimulation of gastric secretion in the 
same animal. If the compound were a direct antagonist 
of histamine in a chemical sense it should inhibit all:the 
biologic activities of histamine. Much experimental” 
evidence points to the fact that histamine antagonists 
may be only nonspecific inhibitors. Feinberg*’ rather 
plainly implies that such histaminolytics can give only 
temporary relief from allergenic conditions. 

Partly in consideration of the above citations and 
partly as an outgrowth of our recent work in develop- 
ing a quantitative method for the determination of 
serum histamine and then attempting to establish nor- 
mal levels of serum histamine, we find that we are de- 
bating a great many questions. What is the source or 
origin of all histamine present in the serum? This ques- 
tion has been raised because the lowest values found 
in all sera used are from 2 to 5 micrograms per ml. 
How does the body dispose of histamine once it is 
formed? It has been mentioned that histamine is 
acylated in or by the liver preparatory to elimination 
from the body. But we question whether the acylation 
reaction ever goes to completion, which would thereby 
make it possible to complete removal of histamine. Or 
is it possible that the following equilibria are estab- 
lished: release or formation of histamine which would 
set up an equilibrium with free histamine, which in 
turn would be enzymatically acylated by the tissues, 
thereby setting up an equilibrium between free hista- 
mine and acylated histamine? If the latter is true, once 
the equilibrium is established the individual would not 
again be free from histamine. Then any interfering 
substance that would shift the equilibrium to the left 
would provide cause for allergenic manifestation. We 
wonder if sensitization is not the initiation of the 
above equilibrium and if subsequent contact with the 
allergenic material does not result in the shift to the 
left? If this is the case, how may we explain the fa- 
miliar tendency toward hypersensitivity ? 

Let us consider again the concept that histamine 
is a normal constituent of the human body and that it 
is set free by injury to the cell brought about by the 
antigen-antibody reaction. How may histamine be re- 
leased by this action? An antigen is any substance that 
when introduced into the body tissues produces an anti- 
body, and it must in turn react with the antibody in 
some measurable way.*' Thus an antigen is defined 
only in terms of antibodies produced, that is, anti- 
genicity of a substance is a function of its ability to 
produce antibodies and is unrelated to its ability to pro- 
duce disease or damage to tissues.** 

Haptenes, or partial antigens, may couple with 
human sera to become antigenic. This might possibly 
be the type of antigen referred to in the above state- 
ment, and if there were no other inhibitions placed 
upon this type of reaction it might possibly release 
histamine. According to Landsteiner,** a haptene or 
partial antigen impresses upon its antibody a specificity 
which causes a combination of the antibody with its 
specific antigen. The process is apparently not a dis- 
integration or a disproportionation, but the properties 
of antibodies indicate that they apparently consist of 
modified serum globulins, perhaps only the gamma 
globulins. 

It seems likely that the antigen particle serves as a 
prosthetic group in the formation of biocatalysts that 
in turn determine the formation of units having essen- 
tially the electrostatic pattern of the antigen in their 
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exposed surfaces. This process of synthesis, or fold- 
ing, or unwinding, or whatever it may be that results 
in altered structure, currently is thought to be the result 
of covalent bond formation, van der Waal forces of 
attraction and repulsion, oscillating dipoles, and the like, 
all of which are well understood by the chemist and 
physicist, and perhaps the process does not result in any 
type of molecular disintegration. In fact, it is quite 
well known that the entire protein molecule takes part 
in the antigen-antibody reaction. Even in Ehrlich’s 
postulated receptors there is little to indicate the pos- 
sible fragmentation of molecules that would release 
histamine. In addition, the specific “mold or die” 
once set up by an antigen perhaps functions con- 
tinuously. A most convincing evidence that the antigen- 
antibody reaction occurs in toto is that the reaction 
is an adsorption phenomenon and follows Freund- 
lich’s adsorption isotherms very closely. But the anti- 
gen and antibody can be recovered from the precipi- 
tated or agglutinated material. 

The peptide linkage has been definitely and uni- 
versally proved and accepted as the major linkage in 
protein structure. Kossel** postulated that the nucleus 
of all proteins is composed largely of arginine, histi- 
dine, or lysine, or a combination of all three. All 
common proteins contain from 1 per cent to 8 per 
cent of histidine. Thirty years later Larmour*® sub- 
stantiated Kossel’s work. Black**® went a step in 
advance and established with fair accuracy that these 
three amino acids occur in a definite mathematical 
ratio in proteins, for example, in the respective order 
12:1:4 in keratins. Bergmann*’ postulated a protein 
structure as being composed of rather small unit 
structures. These unit structures are then combined 
in definite aggregates and held together by secondary 
valencies to make the protein molecules. In such 
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molecules the various amino acids occur at regular 
repeated intervals along the peptide chain. 

Niemann** hydrolyzed hemoglobin and found from 
analysis of the hydrolysate that there should be a 
total of 576 amino acid groups in the chain. From 
this he derived that every eighteenth amino acid 
would be histidine, or about 8 per cent of the 
hemogloblin molecule is histidine. Carnosine, one of 
the muscle extractives, is composed solely of histidine 
and beta-alanine, and carnosine is hydrolyzed by an 
enzyme present in the liver, spleen, and kidney. 
Anserine, another muscle extractive, is composed 
solely of methyl histidine and beta-alanine. The red 
corpuscles contain from 10 to 25 mg. per 100 cc. of 
blood of a histidine derivative called ergothioneine. 
Cytochromes, the iron-bearing enzymes, contain histi- 
dine attached to the iron atom. 

Histidine is definitely the precursor of histamine 
in the animal body. All major animal proteins con- 
tain histidine. Apparently the histidine residues are 
scattered in a regular pattern in numerical order along 
the protein chain. Since there are branched chains 
and many side chains in the protein molecule, it is 
conceivable that the histidine residues may often occur 
at the extremity of a branched chain or as a side- 
chain, from which position removal is easily possible 
without breaking the main protein chain, the forces 
and factors of removal, perhaps, being too numerous 
to mention. Hydrolysis of the peptide bond, or 
weakening of van der Waal forces, or a shifting of 
any of the physicochemical forces maintaining the 
protein structure, could release histidine or its residue, 
histamine. It is likely that no body protein is exempt 
from attack and that no entity is either too great or 
too small to initiate an attack. 
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AN IMPORTANT UNDERTAKING 


Many of our readers will be interested in a project 
just beginning—a committee of the American Osteo- 
pathic Association directed to study and review stand- 
ard osteopathic nomenclature looking to its needed 
revision. Entitled Committee on Standard Nomencla- 
ture, it consists of six members as follows: Three rep- 
resentatives of the American Association of Osteo- 
pathic Colleges, two members of the A.O.A. Bureau 
of Professional Education and Colleges, and a repre- 
sentative from the Editorial Office of the A.O.A. The 
Committee’s personnel currently is made up of Dr. W. 
lraser Strachan, chairman, and Drs. Edgar O. Holden, 
J. S. Denslow, Myron C. Beal, Charles C. Dieudonne, 
and Raymond P. Keesecker. 

Serving as consultants to the Committee are the 
chairmen of sections on osteopathic principles and tech- 
nics Gr of allied departments in each of the osteopathic 
colleges. By the use of consultants Dr. Strachan hopes 
to have a complete representation from all official sec- 
tions of osteopathic education. He hopes to have pre- 
liminary reports from the members of his Committee 
and from his consultants not later than September 1, 
1956, in order that they may be reviewed prior to the 
first meeting of the Committee. 

This important assignment made to so representa- 
tive a group should do much toward securing a uniform 
descriptive nomenclature and bring to osteopathic ter- 
minology a logical classification which it does not now 
possess. The present standard nomenclature is that 
published in THe JourNaL, January, 1936, under the 
signatures of the late Dr. H. V. Haliaday and of the 
Committee on Standard Nomenclature of that period. 


Dr. Strachan appeals for suggestions from Jour- 
NAL readers, pointed to any of the problems connected 
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with the current study. Communications should be sent 
directly to him at 1524 E. 53rd St., Chicago 15, Illinois. 


HEALTH 


There is a “health” wave rising in America that 
is national in its sweep. The forces that are generating 
it lie deep, and they are multifold in nature. Without 
doubt its rapidly gathering force is due to an immedi- 
ate and altogether personal happening—the serious ill- 
nesses that have twice stricken the President of the 
United States within a brief period. That he made a 
splendid recovery from the first and at this writing ap- 
pears to be doing equally well in his convalescence 
from the second has made the American people acutely 
conscious of the importance of skilled diagnosis and 
wise therapy. It has made them aware, too, of the 
great gaps in health planning for all the people. The 
President, our Congressional leaders, and the entire 
body of legislators are all deeply concerned with health 
as a vital factor in the nation’s strength and a resource 
not adequately guarded. 

It is not surprising, therefore, that this national 
attitude of mind is reflected politically and legislatively 
in so widely encompassing a bill as the Health Amend- 
ments Act of 1956 (S. 3958) unanimously reported to 
the Senate by its Public Welfare Committee. Whether 
or not this bill receives favorable Congressional atten- 
tion before the Congress finds itself obliged to adjourn 
is not significant. The point is that the bill’s proposals 
are so important that sooner or later favorable action 
will undoubtedly be taken, even though it may not be 
immediate, as requested by the Senate Public Welfare 
Committee on the basis that there was “widespread 
agreement as to the desirability of immediate action.” 

The bill is divided into five titles covering as many 
sections, each making explicit provisions for the health 
needs named in the titles. In reporting on each title, 
the Committee based its opinions on hearings and de- 
liberations with representatives of groups affected by 
the various provisions of the bill. Supporting evidence 
for the bill is convincingly factual. It is part of the 
obligation of the physician as a citizen to know the 
fundamentals of the problems which the bill outlines 
and for which it attempts to provide some answers. 


Title 1—Graduate Training of Public Health Per- 
sonnel.—At a time when there is an increasing need to 
provide for specialized skills and knowledge for public 
health work, the number of personnel being trained for 
this work has dropped steadily since 1947. The problem 
is a critical one for local, state, and Federal agencies. 
The bill would authorize the Public Health Service to 
make traineeship awards for graduate or specialized 
training in public health for physicians, dentists, nurses, 
engineers, and other public health specialists. The Sur- 
geon General would be in charge of the program with 
an expert committee to advise him in its administra- 
tion. 


Title Il — Advanced Training of Professional 
Nurses.—This section of the bill recognizes that the 
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acute shortage of nurses can be coped with only by 
providing an adequate supply of professional nurses 
qualified to teach in the various fields of nurse training 
and to fill key administrative and supervisory positions 
in the nation’s 6,000 hospitals and 4,000 public health 
nursing agencies. Three out of four of our nurses now 
enrolled in advanced training programs are in part-time 
study programs requiring 3 to 10 years for completion. 
Traineeship would be provided through grant funds to 
nonprofit or public institutions which in turn would 
select and aid the individuals in speeding their prep- 
aration. 


Title 11l1—Practical Nurse Training.—The bill 
proposes a 5-year program of Federal grants as a part 
of the present Federal-state program of vocational 
education. The practical nurse as defined by the bill is 
an individual trained in a l-year program consisting 
of 3 months of classroom and laboratory instruction 
and 9 months of supervised experience with patients in 
a hospital. The bill would earmark 5 million dollars a 
year for the program for 5 years and would increase 
the present number of graduates of the program from 
5,000 a year to 15,000 a year by the end of the 5-year 


period. 


Title 1V—Extension of Hospital Survey and Con- 
struction Act.—Under this provision the existing hos- 
pital construction program would be extended without 
change for an additional 2 years. Federal grants would 
continue to be made to cover part of the cost of con- 
struction of hospitals, public health centers, and related 
medical facilities. 

Title V—Mental Health—Under this title special 
project grants would be made for experimental pro- 
grams in the field of mental health. Investigations of 
possible substitutes for hospital care would be made for 
certain classes of mental patients, including day-care 
hospitals, more intensive treatment of newly admitted 
patients to mental hospitals, and new types of institu- 
tional care for the senile aged. 

Such, in essence, are the proposals of the Health 
Amendments Act. Without question one of the initiat- 
ing factors in this very practical recognition of certain 
of the health needs of the nation goes back as far as 
December 18, 1952, when the comprehensive report of 
the President’s Commission on the Health Needs of 
the Nation was made available to our citizenry. A year 
previously, organized medicine termed the establish- 
ment of the Commission a political move and continued 
to take a dim view of the study until the published 
document was treated with great seriousness by the 
American press. Four years later, so marked has be- 
come the sentiment of the nation on the need for health 
planning that one sees little criticism of such provisions 
as this Amendments Act offers. In the closing sentence 
of the letter transmitting the 1952 Report to the Presi- 
dent, the chairman of the Committee wrote that “in all 
humility we think this Report lays the groundwork for 
men of good will to unite in a common effort to improve 
the people’s health, the background of our democratic 
strength in a free world.” The Health Amendments 
Act is no isolated instance—it is a trend, gathering 
substance. 
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Perhaps it was necessary for the nation to have its 
President twice seriously stricken to awaken it to the 
fact that health planning for its people is a matter 
beyond politics, beyond the “socialized” medicine curse, 
and beyond organized medicine’s concept that to protect 
the fee-for-service basis is its total obligation to society. 


Why should political action relating to a nation’s 
health needs be a matter concerning the osteopathic pro- 
fession? Simply because we have become obligated to 
furnish society with physicians, who in turn are re- 
sponsible for rendering a health service. Health is 
becoming increasingly recognized as a province of gov- 
ernment. It is a responsibility of the profession as a 
private medical agency and the duty of its members to 
go alongside political statesmanship in its attempt to 
solve, at least partially, a fundamental problem of the 
nation—how to provide for the health care of its peo- 
ple. The osteopathic profession is called on to exercise 
medical statesmanship in such matters, first by inform- 
ing itself of trends in the thinking of a nation and, 
then, by exercising a leadership which reaches out much 
further than one occupied only with safeguarding itself. 


RESEARCH PROGRESS IN MEDICINE 


Current medical literature has reached a new high 
in volume, actually a plethora if measured by the time 
available to the physician for its perusal. Never before 
have the sources of medical information been so richly 
and readily accessible—there is even a considerable 
body of well-selected medical knowledge in the adver- 
tising material that daily crosses the desk. This excess 
can be frustrating to the point that the doctor makes no 
attempt to pursue a planned program of continuing 
education, but rests content with the practice of medi- 
cine as a business, a business in which his customers 
buy through him the latest items advertised for their 
needs, and all too often, fancied needs. 

However, it is still possible for the physician to 
have the gratifying experience of being informed, not 
by picking up the fragments that fall willy-nilly in his 
path but by material carefully selected to present a 
total picture of progress in a given sector of medicine 
over a given period. That this kind of material is avail- 
able is not widely known, and it is most likely to be 
passed up because it does not have the advantage of 
commercial advertising. Specifically, it is to be found 
in the yearly highlights of research progress in those 
medical studies that are conducted and supported by the 
National Institutes of Health of the U.S. Public Health 
Service. These highlights virtually constitute a report 
on progress in medicine. And most amazing is the 
practical knowledge that comes out of them, usable 
facts fer the physician in everyday practice in such 
form as to give him a well-rounded and unified concept 
of progress in a given field. 


The 1955 highlights are now available. An ex- 
ample of great timeliness is the “Highlights of Heart 
Research.” Written for informed laymen and busy 
physicians, it is absolutely authentic and capable of 


Volume 55 
Number 11 
being read rapidly. The presentation, which is partly 
ecological, opens by asking questions about the “Big 
Two,” hypertension and atherosclerosis, that should be 
in the minds of thinking readers. Why is there less 
atherosclerosis among some people living in different 
parts of the world and among different social and eco- 
nomic groups? Why is atherosclerosis more common 
among men of all ages than among women during their 
period of ovarian function? What is the relationship of 
emotional stress to high blood pressure? 

The topics treated in the seventeen 8% by 11 
printed pages of this report cover today’s cardiovascu- 
lar research questions and give the answers that have 
been found (or are implied) that are applicable to the 
fundamental questions that plague the doctor in his 
daily practice. These topics include a study of nitro- 
glycerin as still the best drug palliative for acute 
anginal pain, the meaning of the recent test-tube syn- 
thesis of bile salts, the significance of the Beck concept 
that death in coronary heart disease in many instances 
may be compared to the stopping of the pendulum of a 
clock and that restoration of the beat is like starting it 
again, the fact that ailing hearts are “choked” into 
failure by oxygen-robbing epinephrine, a method of 
making precise x-ray films of the heart, a new anti- 
rheumatic agent derived from the body itself, and a 
new anticoagulant which may prevent serious brain 
damage from interrupted heart action. In all, more 
than fifty topics are discussed briefly, simply, and 
practically, 

The highlight method of presentation is developed 
in reporting the research progress and its applications 
in arthritis and metabolic diseases, in mental health, in 


allergies and infectious diseases, in neurologic and 
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sensory disorders, and in cancer research—each from 
the report of the National Institute of Health conduct- 
ing and supporting the program of a particular medical 
field. And in every instance, the meaning and prac- 
ticality of the research program is the point stressed 
and the thing that makes these highlights of such great 
value to the practicing physician. In no other way can 
so much information be so quickly gleaned and in a 
manner so unified and integrated. These highlights are 
issued by the Social Legislation Information Service, 
1346 Connecticut Avenue, N.W., Washington 6, D.C. 
They can be obtained by remitting 25 cents per docu- 
ment to the above address. This agency is an entirely 
nonpolitical and purely nonprofit service supported by 
contributions and subscriptions. It is one of the best 
known sources of information in all social fields and, 
especially for the physician, in all areas of health. This 
is one answer to the problem of planned reading to 
give a maximum of information in a minimum of time. 


AN EDITORIAL CORRECTION 


The June JourNAL under the title, “A Part of the 
Picture,” commented editorially on the role of The 
Foundation for Research of the New York Academy 
of Osteopathy and detailed the make-up of the body. 
In revising the final copy for printing, a line was 
dropped in typing, resulting in the omission of Dr. 
William O. Kingsbury’s name as treasurer of The 
Foundation and the substitution of the name of Mr. 
Maxwell H. Tretter. Dr. Kingsbury has been treasurer 
since The Foundation’s incorporation, and Mr. Tretter 
is the secretary. We regret the error. 


Letters 


Sir: Since my paper, “Methods of Making and Closing 
Cataract Incisions,” was presented at the annual meeting of the 
Osteopathic College of Ophthalmology and Otorhinolaryngology, 
| have performed several cataract operations using fixation rods. 
Inasmuch as these operations have all turned out well, I would 
like to bring my experience to the attention of those who might 
benefit from it, particularly those who heard the original presen- 
tation and those who have read the paper in the Eye, Ear, Nose, 
and Throat Supplement to the April, 1956, JouRNAL OF THE 
\ MERICAN OSTEOPATHIC ASSOCIATION. 

By using fixation rods under the superior rectus and the 
medial rectus tendon, I found that the tilt of the eye for surgery 
is better than with other methods and is still strongly fixed. By 
using a tonometer that can be sterilized and used at the time of 
surgery, | have found that I can determine the amount of pull 
necessary by the fixation rods to lower the intraocular tension 
of the eye to 12 mm. or below. This special tonometer is all 
metal. The fixation rods are #1, #2, or #3 lacrimal probes 
cut off so that the thumb plate is still attached. 

Two recently purchased muscle hooks are better than those 
| have previously had, in that the tips are bent upward in such 
a way that they protrude through the conjunctiva, allowing a 
scissor or knife nick to expose them more easily when passed 
down, under, and up again, anchoring the tendon. This allows 
passage of the fixation rod under the muscle with very little 
trauma. 

The fixation rod for the superior rectus is passed from the 


lateral to the medial side, with the thumb plate outward. The 
medial rectus rod is passed superiorly downward, with the 
thumb plate up. These rods, when in place, bridge the orbital 
cavity and can be bent, so that sufficient tension is placed on the 
muscles to fix the eye and to maintain the palpebral space. 

I still find it advisable to use a suture in the margins of 
the lower and upper lids. The lower suture helps as traction 
in viewing the placing of the erysiphake. 

I now use an erysiphake most of the time because, with this 
new fixation, I have found a dropping inward of the uveal 
tract when the eye is opened. Although forceps could still prob- 
ably remove the lens safely, I feel the erysiphake is more satis- 
factory. Incidentally, I have found that most people I have 
talked to did not know that the erysiphake should be filled com- 
pletely with saline before using. 

With this new method, I have found that a very wide pupil 
is necessary in using the erysiphake, and I have accomplished 
this by using sterile Neosynephrine, 1 per cent, drops in the eye 
at the time of surgery, before the eye is opened. The other tech- 
nic of the operation remains the same. 

I should like to recommend this method of fixation. It will 
help to prevent vitreous loss, and it will help cutting and placing 
of sutures. With it, there is no need of a lid retractor. It gives 
a larger operative field, and counter pressure from below in 


tumbling is not hindered. 
Warp G. DeWitt, A.B., D.O. 
609 Heartwell Bldg. 
Long Beach 2, Calif, 
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Peptic Ulcer. 

With the cause of peptic ulcer still unknown, it is 
not surprising that medical treatment continues to be 
based on neutralization of gastric hydrochloric acid, 
inhibition or elimination of acid secretion, and decreas- 
ing motor activity of the stomach and duodenum, How- 
ever, while general principles of ulcer therapy have 
changed little in recent years, there have been note- 
worthy advances in their application. 

Still of prime importance are the relief of pain and 
healing of the ulcer in acute episodes, prevention of 
recurrences, and prevention of complications when re- 
currence cannot be avoided. Consequently, emphasis is 
still placed on restricted diets, mental and physical rest, 
antacids, sedation, antisecretory and motor-inhibitory 
drugs, and avoidance of stimulants. 

Diet continues to be of great importance, but there 
has been a trend away from the milk, cream, and re- 
stricted list of soft foods decreed by tradition. Instead, 
there is a tendency toward the exclusion of foods that 
act as irritants or increase gastric secretion or motility, 
but inclusion of any nonirritating foods that tend to 
absorb or neutralize the gastric hydrochloric acid. 

High protein intake is emphasized. It has been 
found that many ulcer patients have protein deficien- 
cies, but these can be corrected by increasing protein 
levels in the diet. Also noted is that patients tend to 
utilize amino acids more efficiently when protein is 
taken in the form of milk or eggs than when it is taken 
as protein hydrolysate. Currently recommended is an 
intake of 90 to 95 grams of protein daily. Much of this 
can be supplied in fortified milk preparations which are 
easily made by adding a cup of powdered milk to each 
quart of liquid milk. High fat intake is being de-em- 
phasized because of the possibility that long-term use 
of such diets predisposes the patient to arteriosclerosis. 

The value of antacids is occasionally questioned, 
but there is general agreement that they are useful and 
that they should be of a nonabsorbable type. Absorbable 
alkalies are mentioned today only to be condemned, for 
the well-known phenomenon of acid rebound is just 
one phase of the problem they present. In some pa- 
tients, use of absorbable alkalies together with heavy 
milk intake leads to alkalosis and, occasionally, irre- 
versible renal failure, though the condition will usually 
correct itself when the offending therapy is discon- 
tinued, 

Probably the most satisfactory and most widely 
used antacid is aluminum hydroxide gel, which is more 
efficient and less constipating when combined with milk 
of magnesia. The liquid form works better than tablets, 
probably because of the greater surface area imme- 
diately available, and a dose of about 15 cc. is required 
for therapeutic effect. Lesser dosages are usually in- 
adequate and give unsatisfactory results. Also to be 
noted is that diarrhea occasionally appears when enough 
of the combination is used for adequate antacid effect. 


Belladonna and atropine continue in use to cut 
down gastric motility and secretion, but it is necessary 


to standardize the dose for each patient. Newer anti- 
cholinergic drugs have come into wide use and have 
definite value, but like the older drugs are limited in 
their usefulness. Enzyme inhibitors have been used 
recently with some success, but as yet have not been 
thoroughly evaluated. Drug therapy aimed at inhibition 
of secretion and motor activity can be summed up by 
noting that it is worth using but is possibly the least 
valuable factor in treatment. This statement also tends 
to apply to sedation. 

It should be obvious that the efficacy of alcohol as 
a test meal in gastric analysis precludes its use by 
ulcer patients during the acute phase. Caffeine is also 
harmful because of its stimulating effect, so that absti- 
nence from it is still recommended. Tobacco does not 
stimulate the production of gastric acid per se, but 
nicotine does have a harmful effect in that it inhibits 
the secretion of alkali in the duodenum. It is therefore 
interdicted if the best results are to be attained. 

Physical and mental rest are as important as ever, 
but are known to be difficult and often impossible to 
achieve. However, there is a trend toward applying 
the regimen of treatment for acute episodes whenever 
the patient is under stress, even if no ulcer symptoms 
are present. It is generally felt that this will help pre- 
vent recurrences, which would have to be treated as 
acute episodes if they occurred. 

In the article, Recent Advances in Medical Treat- 
ment of Peptic Ulcer, appearing in The Medical Clinics 
of North America for March, 1956, it is noted that the 
most common error in management of ulcer patients is 
discontinuing intensive therapy too soon after symp- 
toms subside. The authors, on whose article the mate- 
rial presented here is based, are of the opinion that this 
is an error because symptoms are likely to disappear 
before the ulcer is healed, and untimely liberalization 
of treatment invites recurrence of the acute ulcer or 
formation of a chronic ulcer where there is no need for 
a chronic ulcer to be. They stress that successful ther- 
apy is a long-term project, a lifetime project in many 
cases, and that any attempt to treat each episode as a 
separate entity without considering the patient’s prob- 
lems between attacks is an injustice to the patient and 
virtually foredoomed to failure. 


* * * 


Cardiac Surgery.— 

While impressive progress has already been made 
in the field of cardiac surgery, future advances made 
possible through the use of technics now in the experi- 
mental stage may be even more impressive. 

One development that may become important is a 
disposable membrane oxygenator for use in a heart- 
lung machine. The machine is now being used experi- 
mentally on dogs. The oxygenators, which are easily 
made, disposable, and readily adaptable to mass produc- 
tion, achieve their effect by the circulation of heparinized 
blood through polyethylene tubing. Present units will 
each maintain a 2 kg. dog, using the “low-flow” prin- 
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ciple, by which 35 ml. of blood per kg. of body weight 
per minute are oxygenated. As many as ten of these 
units may be used in parallel, allowing present use in 
body weights up to 20 kg. Results achieved to date 
have been good: mortality was comparatively high in 
the early phases of the work, but has decreased con- 
siderably as familiarity with the technic has been ac- 
quired. 

As a corollary to the use of an artificial heart-lung 
preparation, elective cardiac arrest can be most useful. 
Since the artificial preparation allows temporary inter- 
ruption of normal heart and lung function by circulat- 
ing and oxygenating the blood, cardiac arrest without 
serious aftereffects is feasible. The oxygen requirement 
of the resting heart is low enough to allow this inter- 
ruption for short periods without harmful effect on the 
myocardium, Elective arrest has been carried out suc- 
cessfully by coronary perfusion with a solution of po- 
tassium citrate. In a recent series, cardiac arrest was 
initiated by this method in ten dogs and held for periods 
of time ranging from one half minute to 23 minutes. 
Normal rhythm was restored in all dogs. In one dog 
the heart had to be massaged after the venae cavae were 
released, to avoid overdistention of the heart. Cardiac 
function resumed spontaneously in all cases after re- 
leasing the venae cavae and aorta, the potassium solu- 
tion being flushed rapidly out of the coronary vessels 
by the inflow of blood. When one dog developed ven- 
tricular fibrillation, potassium asystole was repeated, 
after which the heart resumed its normal rhythm. 

In the same issue of the Cleveland Clinic Quarterly 
(April, 1956) in which the work on the disposable 


oxygenator and potassium arrest in dogs was described, 


a report was made of three cases in humans in which 
elective cardiac arrest using potassium asystole was 
carried out for open heart surgery, with two satisfac- 
tory recoveries and one death. The cause of the death 
could not be determined at autopsy. It was felt that 
the results were sufficiently good to warrant further 
use of the procedure, and a note appended to the article 
pointed out that the technic had been used successfully 
on five additional patients who were operated on after 
the paper had been submitted for publication. 


* * * 


Tuberculin Reactions and Tuberculosis.— 


Children who exhibit positive tuberculin reactions 
have evidently been infected and may have subclinical 
tuberculosis, according to Dr. Robert Debré, president 
of the International Children’s Center in Paris. French 
and Norwegian studies have indicated that as many as 
12 per cent of tuberculin-positive children will develop 
active tuberculosis before reaching early adulthood, a 
significantly higher percentage than found among tu- 
berculin-negative children. As a result of these findings, 
a group of 4,000 children in France who have been 
found to be positive reactors are now being studied— 
half are being given chemotherapy and half are being 
used as untreated controls. In Medical News, published 
by the CIBA Pharmaceutical Products, Dr. Debré indi- 
cated that results from study of the 4,000 children are 
not definitive but are encouraging : some of the untreat- 
ed children have developed active tuberculosis, but to 
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date none of the treated children have done so. He 
also commented that he thought such treatment was 
entirely justified on the basis of the evidence now avail- 
able, because the danger that the child will develop 
active tuberculosis is too great to do nothing but hope 
the child will develop adequate immunity to the disease. 


* * * 


Topical Hydrocortisone.— 

The extent to which topically applied hydrocorti- 
sone is absorbed into the blood stream to produce pos- 
sible systemic effects can now be determined by use of 
a preparation known as Delta FF. The drug prevents 
hydrocortisone secretion by the adrenals by suppressing 
ACTH production, with the result that any hydrocorti- 
sone found in the blood must have been absorbed from 
topical application. Results of a pilot study using this 
technic were published in the April, 1956, Journal of 
Clinical Endocrinology and Metabolism in an article by 
Dr. Grant W. Liddle of the U. S. Public Health Serv- 
ice’s National Heart Institute. In this study, absorption 
through the intact skin was found to be minimal (about 
2 per cent) but was appreciably greater (26 to 29 per 
cent) through the mucous membrane of the vagina and 
rectum. 

It is important to know whether local applications 
of hydrocortisone get into the general circulation be- 
cause of its suppression of inflammation and its role 
in the regulation of the use of carbohydrates and its 
response to stress. 

* * * 


Whole Blood Storage.— 

Whole blood may possibly be stored indefinitely 
by freezing and preserving it in liquid nitrogen at a 
temperature of -195 C., according to Dr. Harold T. 
Meryman of the Naval Research Institute, Bethesda, 
Md., in a report at the Fifth Annual Symposium on 
Blood, which was sponsored by Wayne University at 
Detroit. Dr. Meryman noted that this has been done by 
spraying the blood into the liquid nitrogen through a 
fine plastic capillary. The droplets freeze into the form 
of a fine, red sand, which can be reconstituted by 
sprinkling it onto a warm saline solution. The blood 
components so treated appear to remain “morphologic- 
ally intact.” 

* * * 


Impairment and Mortality.— 

The survival for persons with certain physical im- 
pairments is shorter than normal, even though their 
impairment is such that they are considered insurable. 
In a recent insurance study, it was found that persons 
with systolic murmurs heard over the apex of the heart 
but who had no history of rheumatic or streptococcic 
infection had a mortality rate, over the 15-year period 
of the study, about double the rate among people who 
did not have such murmurs. If there was also a history 
of rheumatic or streptococcic infection, those who had 
murmurs had a mortality rate 2.4 times that of stand- 
ard risks. Enlargement of the heart also had an adverse 
effect on survivorship in these persons, the adverse 
effect increasing with the enlargement of the heart. 
For unknown reasons, the mortality from cancer was 
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significantly higher than the average in persons with 
systolic murmurs over the apex. An encouraging note 
is that the total death rate among the group is ma- 
terially lower than it was 25 years ago. 

People who reported two or more cases of cardio- 
vascular-renal disease occurring in members of their 
families before 60 years of age, suffered about twice 
as much mortality from cardiovascular-renal disease as 
standard risks, while their over-all death rate during 
the 15-year period was 1.4 times that of normal in- 
dividuals. If individuals had an unfavorable family 
history and in addition were overweight or suffered 
from even a slight elevation in blood pressure, the 
mortality was 1.7 times normal, while those who had 
an unfavorable family history but were free from 
overweight or hypertension had a mortality experience 
only 1.25 times normal. While small, this difference 
is statistically significant, and demonstrates the in- 
creased importance of prevention of these conditions in 
people who have an unfavorable family history of 
cardiovascular-renal disease. 

Higher than normal mortality occurs in ulcer vic- 
tims, about three times as many of whom suffer from 
duodenal ulcers as from gastric ulcers. Among these 
people, the mortality for those who were medically 
treated was 1.2 times normal, while among the surgi- 
cally treated group the rates were 2.1 and 1.9 times 
normal for gastric and duodenal ulcers, respectively. 
The source from which this was taken, the Statistical 
Bulletin of the Metropolitan Life Insurance Company, 
attributes this difference between medically and surgi- 
cally treated cases to the tendency for surgical treat- 
ment to be confined to the more serious cases. The 
study also indicated that there was a somewhat less 
favorable than normal outlook among those who had 
a history of gallbladder disease, but that among those 
who had been surgically treated, the outlook was better 
for those in whom the gallbladder had been removed 
than those in whom it had only been drained. 


* * * 


Alcoholism Unit.— 

That the states are beginning to recognize that al- 
coholism is a public health problem can be seen in the 
fact that alcoholism is being treated at the New Jersey 
Neuropsychiatric Institute in a special treatment unit 
consisting of a 54-bed, open cottage type of institution. 
The present unit serves male patients, but a similar unit 
for women is expected to open sometime in the future. 
The unit, which accepts patients on a voluntary basis, 
provides a 6- to 8-week treatment program. Personnel 
at the unit emphasize that it does not offer complete 
treatment, but rather it participates in a sequence of 
events leading to rehabilitation of the alcoholic. 


* * * 


Timing of Births.— 

The old tradition that more babies are born in the 
gruesomely early hours of the morning than at any 
other time seemed to have been disproved by statistical 
studies made a few years ago: the studies suggested 
that it just seemed like more. However, more recent 
figures indicate that the previous ones gave a distortion 
of the picture and the old tradition was right all the 
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time. In more than 33,000 births occurring in five hos- 
pitals located in three states, more births consistently 
occurred between 3 a.m. and 11 a.m. than at any other 
time of the day, and 48 per cent more births took place 
at the peak hour, 5 a.m., than at the low hour, 7 p.m. 
Cesarean sections, second or third babies in multiple 
births, and mid or high forceps deliveries were ex- 
cluded from the series. Peter D. King, M.D., reporting 
the results of the series in Science for June 1, 1956, 
notes that distortion was introduced into a frequently 
cited previous study by an arbitrary and, as it hap- 
pened, unfortunate division of the day into two 12- 
hour periods, running from 6 a.m. to 6 p.m. and 6 p.m. 
to 6 a.m. Quite fortuitously, both the peak and low 
periods of the day fell into the 6 p.m. to 6 a.m. period, 
which also cut across the peak 3 a.m. to 11 a.m. period. 
As a result, variations that occurred from hour to hour 
cancelled each other out to produce the basis for an 
erroneous conclusion to be drawn. The present results 
were obtained by tabulating the births on an hour by 


hour basis. 
* * * 


In Briefer Form.— 

Urethane and triethylene melamine used in com- 
bination show promise of clinical usefulness in the 
treatment of human breast cancer, according to a report 
in the April, 1956, issue of Surgery, Gynecology and 
Obstetrics. The article emphasizes that while the com- 
bination has produced good results in clinical trials, 
much more work is needed before its true potentialities 
can be determined. ... Adverse changes in the bronchial 
mucosa were found to parallel cigarette smoking, in a 
series of autopsies reported before the National Cancer 
Conference June 4 to 6. The report, prepared by a 
team of Veterans Administration doctors, indicates 
that the abnormal changes, possibly of a precancerous 
nature, were roughly proportional in frequency and ex- 
tent to the amount of cigarette smoking done by the 
patient. . . . The richest known source of vitamin C is 
the juice of the acerola, or Puerto Rican cherry, which 
contains about 4000 mg. of ascorbic acid per 100 ml. 
of juice. The juice, which has a pleasant, tart taste, 
has been successfully used as a source of vitamin © 
for infants who are allergic to orange juice or whose 
allergic background is such that giving them orange 
juice seems inadvisable. . . . Vaccinate with Salk polio 
vaccine now and throughout the summer, is the recom- 
mendation of Surgeon General Leonard A. Scheele of 
the United States Public Health Service, in a state- 
ment that appears in “New Information for Physicians 
on the Salk Poliomyelitis Vaccine” distributed by the 
National Foundation for Infantile Paralysis. Dr. 
Scheele notes, in urging the use of the vaccine even 
during periods of rising incidence of the disease, that 
“The total preventive effect of the vaccine is much 
greater than any slight hazard of provocation.” . . . 
That smog is everybody's business has impressed itsel! 
upon businessmen to the point where many industries 
that do not contribute to the formation of smog are 
contributing important amounts of money to the Air 
Pollution Foundation for research on the control of 
the problem, according to Dr. Lauren B. Hitchcock. 
president of the Foundation. 
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THE LEGAL STATUS OF INTERNS AND HOSPITAL RECORDS 


An intern is a person who has received a professional heal- 
ing art degree upon graduation from a medical, osteopathic, or 
other healing art college and has undertaken further profes- 
sional educational training of an almost exclusively practical 
clinical character. In the medical and osteopathic professions 
this training is usually taken in a hospital approved by the re- 
spective national organizations or a state licensing agency. In 
some of the other healing art groups an internship is taken in a 
clinic or office, hospital facilities not being available. An intern- 
ship is no longer required as a prerequisite to graduation from 
any medical or osteopathic college. Only approximately a ma- 
jority of states require an internship as a prerequisite to licen- 
sure. An intern thus may or may not be a person licensed to 
practice in the state in which he takes an internship. Even in 
some of the states which do not require an internship as a 
prerequisite to licensure an intern may not be licensed during 
his internship because the state law may exempt persons taking 
such training from the licensing provisions of the law. 

Since there is a great lack of uniformity in the provisions 
of the state licensing laws, it is difficult to state with definite- 
ness the exact legal status of interns in all areas. For example 
in some states an internship is required as a prerequisite for the 
licensure of doctors of osteopathy but not for doctors of medi- 
cine or vice versa. Similarly in some states it may be the cus- 
tom of interns to become licensed in the state before undertak- 
ing their internship but such licensure may have little or no 
actual legal significance when the practitioners are engaged in 
their internship because of the character of work and type of 
responsibility which interns are given in a hospital. In situa- 
tions which result in litigation, the legal issues may be affected 
by such matters as the state licensing law, legal status of the 
hospital, the type of medical or hospital service involved, the 
relation between the hospital and physicians on the hospital 
staff who may be involved, and similar matters which generally 
vary from state to state and from hospital to hospital. To a 
great extent, therefore, a memorandum upon this subject is 
difficult to prepare without clearly emphasizing the general na- 
ture of the subject matter and its limitations even in its applica- 
tion to hospitals in one state. It is, however, clearly required 
that interns in all states may not hold themselves forth as being 
engaged in the practice of the healing art, maintain offices, or 
provide services except as ordered under supervision unless 
they are licensed in the state. 

An internship is a formalized educational training program. 
This fact cannot be minimized. The exemptions or privileges 
accorded to interns under state licensing laws are the direct 
result of the recognition given to this educational program by 
the state legislatures. Attempts to rationalize the intern’s status 
apart from its educational characteristics, it is believed, have 
caused much of the confusion present in this field of law today. 
The licensing laws may give an intern the privilege of caring 
for sick persons and providing medical and surgical care by 
exemption because it is necessary for an intern to perform such 
services as an incident to the training program. If a practitioner 
holding himself forth as an intern is not actually serving in 
that capacity but rather under the cover of the name “intern” 
is serving as a resident or staff physician, then the courts will 
refuse to grant to such a practitioner the privileges accorded 
to an intern by statute and will hold him as being illegally en- 
gaged in the practice of medicine. In a California case, Garfield 
v. Board of Medical Examiners, 221 P. 2d 705 (1950), such 
was the case and the court made this statement, at p. 712: 

Boiled down, respondent's contention is that because ixterns act un- 
der supervision and the doctors here act under supervision, ergo, they 


were interns. To hold that men with the medical experience of these 
men, doing the type of work they were doing at Permanente, and re- 


ceiving the salaries they received, are interns, would make such a wide 
hole in the statute as to make it practically unenforceable. Courts have 
to be realistic and not misled by attempts to attach a nomenclature 
which is completely unfounded. 

The fact that in this case the court quoted at length from 
the A.M.A.’s Essentials of an Approved Internship for evidence 
that an internship is an educational program and used the Es- 
sentials as a guide to the legal duties of an intern emphasizes 
that hospitals in turn also must conform to such recognized 
standards for intern training as have been adopted for the 
guidance of the professions and that a deviation from such 
standards may result in a legal finding that a hospital is actually 
not using a doctor as an intern but as a staff physician. In this 
regard it is pertinent to note that under many state laws the 
legal standards for an approved internship are the standards 
for such training established respectively by the American Os- 
teopathic Association and the American Medical Association. 


A. THE INTERN UNDER LAW 

Under some state statutes an intern or internship is defined 
and in such situations any statutory definition would be con- 
trolling. 70 Corpus Juris Secundum, Physicians and Surgeons, 
Sect. 1 defines an intern thus: 

An intern is a physician; he is a graduate of a medical school with 
a doctor’s degree, although it may be, not licensed to practice his profes- 
sion in the ordinary way by so holding himself out to the public. In 
many instances he does the work of the physician and, in other respects, 
relieves the physician of professional services which he could ordinarily 
perform. 

Probably the most exact statement in this definition is its 
holding that an intern is a “physician.” The commonly accepted 
legal definitions of a physician do not require that the physician 
he licensed in any one or more states. They only require that 
the physician be learned in the healing art and able to take care 
of human ailments and diseases. The statutory and common 
law definitions of physician vary, but, generally speaking, it 
can be said that an intern is a physician in a legal sense. The 
very fact that a graduate of a medical or osteopathic college 
may be licensed without an internship in about a majority of 
the states evidences that the graduate has the qualifications of 
a physician upon graduation. It is also pertinent to recall that 
a doctor in order to be a medical expert witness in a case, need 
not necessarily be licensed in the state. Likewise in a malprac- 
tice action against a doctor, the fact of whether the doctor was 
or was not licensed to perform the particular operation or 
medical service rendered is not admissible in evidence. On the 
other hand, it probably can be said that ordinarily an intern 
does not establish personally with a patient in a hospital the 
legal physician-patient relationship which is often at issue in 
litigation because the patient is the patient of some physician 
on the staff of the hospital and the services furnished by the 
intern are of a limited, supervised, special character. 

In the reported decisions the status of an intern is often- 
times closely allied to that of a nurse. The employment con- 
tracts of both interns and nurses are with hospitals and not 
with the physicians on the hospital staffs. A hospital, in all 
cases, is initially the employer and except in special circum- 
stances, where a physician specially contracts for the intern’s 
services the employer-employee status of the hospital and intern 
remains unchanged. In Stuart Circle Hospital Corporation v. 
Curry, (Va.), 3 S.E. (2d) 153 (1939), the court had before it 
a case in which a patient sued the hospital for alleged negli- 
gence on the part of an intern in injecting a dye solution into 
the patient’s tissues and a nurse in negligently applying a hot 
water hottle on her arm. The intern and nurse were in the 
employ of the hospital, a profit corporation, and the hospital 
was held liable in money damages for their negligence. The 
court stated, at p. 158: 

Here we have an alleged contract to render medical service and 
nursing. The interne is not an independent contractor so far as the 
patient is concerned. His contract is with the hospital. His service 
is a part of the numerous duties prescribed by the hospital, and he is 
selected, employed, directed, supervised and paid by the hospital. 

Both the interne and nurse are specially and highly trained. Both 
belong to trained and skilled professions. Where both are employees of 


a hospital and work directly under its supervision and control, there 
is no substantial difference in their relationship to a patient in the 


| 
EA 
ae 
ag 
En 
- 


694 


Their duties and functions may vary, but all of their services 


hospital. 
In. render- 


to a patient are intended to secure and protect his welfare. 
ing such services they act on behalf of their employer. 

The decision recognizes that a physician on the staff of a 
hospital on the other hand is an independent contractor and he 
alone is responsible for the exercise of his professional skill 
and judgment, subject to no control by the hospital in the exe- 
cution thereof. If the hospital did assume control of the physi- 
cian’s acts the decision infers that liability could rest upon the 
hospital, and, while not discussed in this case, liability would 
also occur if the hospital had been negligent in the exercise of 
due care in appointing the physician to the hospital staff. If a 
hospital did control the manner and method by which a physi- 
cian provided care it might be subject to the allegation that it 
was engaged in the corporate practice of medicine. Even in the 
situations where a physician is on salary as a house physician, 
the physician is not controlled in the exercise of his profes- 
sional skill and judgment. 

In Eureka-Maryland Assurance Co. v. Gray, 121 F. (2d) 
104 (1941), one of the questions before the court was whether 
hospital records made by an intern showing the history, diag- 
nosis, and treatment of the deceased insured while in a hospital 
were privileged communications and thus not admissible in 
evidence. The court recognized that the decisions in other 
jurisdictions on this question differed depending upon whether 
the courts thought the matter was one of public policy requir- 
ing that the physician's privilege be extended to others who aid 
him in his work, or upon whether the statute clearly restricted 
the privilege solely to the physician with whom the physician- 
patient relationship had been established and that any extension 
of the privilege to others should be made by the legislature by 
amending the law. Courts have had difficulty with cases of this 
type because the statutes where enacted were intended to pro- 
tect the physician-patient relationship and in the case of the 
intern that relationship ordinarily has not been established. 
Nonetheless as the above cited decision indicates, courts will 
attempt to extend the meaning of the statute to cover the intern. 
The doctrine of privileged communications is one purely of 
statutory origin for no such privilege existed at common law, 
nor does it exist in some seventeen states today. In England, 
no such legal privilege exists between physicians and patients. 
In the Eureka case the court held that the statute covered an 
intern and stated, at p. 107: 

The local statute is very broad. It forbids disclosure by the physi- 

cian of any information obtained by him in his professional capacity. 
The intern is himself a physician. He is a graduate of a medical school 
with a doctor's degree, though, it may be, not licensed to practice his 
profession in the ordinary way by so holding himself out to the public. 
But it is common knowledge that a part of his duty is to get the 
medical history of the patient, and in this respect he is the attending 
physician. Not only this, but in many instances, he does the work of 
the physician and, in other respects, relieves the physician of profes- 
sional services which he would ordinarily perform. It would be straining 
the law to hold that disclosures made to him by the patient are not 
equally privileged as those made to the physician in charge. 
The hospital records made by the intern were thus held to 
be not admissible in evidence. In Hohenthal v. Smith, 114 F. 
(2d) 494 (1940), the overwhelming weight of authority was 
said to be, at p. 496: 

. that the mere fact that the surgeon gives the instructions, or even 
specially designates the particular employee who is to carry out the in- 
structions, does not give rise to a master-servant relationship. Part of 
the service furnished to the patient and charged for by the hospital is 
the assistance of nurses, interns and attendants in caring for the patient 
after the operation pursuant to instructions given by the operating 
surgeon. They perform the duty of their employer (the hospital) to the 
patient when they carry out the instructions of the doctor. 

The cases appear to hold that an intern is only the em- 
ployee of the hospital, unless by some special contract in certain 
instances he becomes the special employee of the physician or 
surgeon. The physician or surgeon is not liable for the negli- 
gence of the intern unless the physician was negligent in giving 
him instructions, or he was present and could have avoided the 
injury by the exercise of due care, or there was a special con- 
tract that made him responsible for the intern’s negligence 
under the doctrine of respondeat superior. In some states the 
courts have distinguished between hospital administrative serv- 
ices and professional services. In such jurisdictions the hospital 
is liable for the negligence of the intern if he is performing 
a hospital administrative service, but not if he is performing 
a professional service requiring the skill and judgment of a 
physician. Where the negligence involved the latter type of 
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service the intern and his supervising physician may be liable 
to the injured patient. The distinction here made by the courts 
is based upon the premise that a hospital may not engage in the 
corporate practice of medicine and hence cannot be liable for 
negligence involving acts of a purely professional character, 
but rather only of an administrative hospital character. 

An intern is not an employee under the Social Security Act 
only because of a_ specific exemption provision in Section 
3121(b) (13) of the Act. It has been held that an intern is an 
employee for the purposes of the Workmen’s Compensation 
Act, .Turritto v. St. Mary’s Hospital, 14 N.Y.S. (2d) 647 
(1939). In some states hospitals are not covered by the Work- 
men’s Compensation Act, unless the hospitals voluntarily elect 
to come under the Act. The importance of the state licensing 
law upon the legal status of an intern is exemplified by Nick/ey 
v. Skemp (Wis.) 239 N.W. 426 (1931), in which a complaint 
filed by a patient was held to state a cause of action against 
three unlicensesd interns in a Wisconsin hospital for negligent 
malpractice. The court stated, at p. 428: 

. . by section 147.15, Stats., an interneship is required as a part of 
one’s medical education before one can be licensed to practice. This is a 
legal sanction of the performance of such duties on the part of the in- 
ternes as are usually and ordinarily performed by them. The perform- 
ance of such duties does not constitute the practice of medicine or a 
representation that the interne is authorized to practice medicine. 

In this legal action the hospital itself had not been joined 
as a party defendant. 
B. HOSPITAL RECORDS AND THE INTERN 

The laws relating to hospital records are subject to consid- 
erable variations and differences depending upon the state in 
which the hospitals are located. In the early history of this 
country, hospitals did not keep any records except, perhaps, 
admission records. The development of an organized system 
of hospital records as they are known today largely emanated 
from the impetus given to this phase of hospital operation by 
the hospital standardization program of the American College 
of Surgeons. Approval and inspection programs of professional 
organizations concerned with hospital records have largely been 
responsible for bringing about a uniform system of hospital 
records. 


In some states the state statutes such as the hospital li- 
censing, communicable disease, workmen’s compensation, public 
assistance, aid to the needy, vital statistics, or similar laws may 
or do require that hospitals keep records. There are conflicting 
decisions in the states as to whether hospital records are cov- 
ered by a privileged communication statute applicable to physi- 
cians. The text, Law of Hospital, Physician and Patient, states, 
at p. 642: 

Some courts hold that the testimony of a physician is a confidential 
communication, but the hospital record is not. For example, the Penn- 
sylvania rule is that the chart of a hospitalized patient is admissible in 
evidence, but the physicians and surgeons may not testify in civil cases 
to communications made to them by their patients which tend to blacken 
the patient’s reputation. 

In Louisiana, the court refused to sustain the contention that hos 
pital records are privileged communications between doctor and patient. 
Hospital records are not privileged in Ohio, since they are public records. 
In Florida, the common law is still in force, so that a hospital record, 
when properly identified and otherwise admissible, is without privilege. 
Mississippi holds that the privileged communications statute does not 
apply to cases where the law itself requires the disclosure of the condi- 
tion of patients. 

No conclusive statement can thus be made applicable to 
the laws of all states. Hospital records and their admissibility 
in evidence in a lawsuit are not handled uniformly in all states. 
Their legal status and admissibility are affected by the rule that 
evidence is hearsay when its probative force depends on the 
competency and credibility of some person other than the wit- 
ness. It has been said that any statement offered in evidence 
that is not made by the author as a witness before the court, 
or when he is subject to cross-examination, is hearsay. Basical- 
ly, therefore, hospital records are hearsay evidence. In an ar- 
ticle in The Journal of the American Medical Association, April 
7, 1956, p. 1239, it is stated that the courts of some states ex- 
clude hospital records as admissible evidence simply on that 
ground. The article notes, however, that a number of common 
law and statutory exceptions to the hearsay rule permit the 
use of hospital records. The common law exceptions are the 
following: (1) The Shopbook rule or principle that original 
entries of business records or books of account relating to sales 
or service are admissible; (2) entries made in the regular 
course of business by a person who has no motive to falsify 
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are admissible upon proper authentication; (3) official public 
records if required by law are admissible as public records; 
and (4) admissions against interest, that is, statements made 
by one person in conflict with his own best interest. By statute, 
exceptions to the hearsay rule have been enacted into law in 
most states codifying the common law Shopbook rule above 
noted and by the enactment of the Uniform Business Records 
as Evidence Act. The decision as to the admissibility in a legal 
action, therefore, of a hospital record made by an intern may 
not be the same in each state, depending upon the application 
of the hearsay rule as well as upon the interpretation placed 
upon or the wording of the Privileged Communication Statute 
of the state, if any. 

If, however, as is stated in the text, Law of Hospital, 

Physician and Patient, at p. 651, medical records including hos- 
pital records are: 
. . . the compilation of the pertinent facts of the patient’s life history, 
his illness, and treatment. In a larger sense the medical record is a 
compilation of scientific data derived from many sources, coordinated 
into a document and available for various uses, personal and impersonal, 
to serve the patient, the physician, the institution in which the patient 
has been treated, the science of medicine, and society as a whole... . 
then the more complete the hospital records are the more nearly 
will they accomplish these purposes. Such being the case it 
seems clear that interns should exercise the same care and re- 
sponsibility in making medical or hospital records as required 
of physicians who are members of the hospital staff. 

Medical or legal articles on the subject of whether an in- 
tern should sign his name to hospital records made by him are 
few. Under some state hospital licensing laws or other public 
laws relating to the public health either by the laws or by 
regulations promulgated under the laws an intern may be re- 
quired to sign the hospital records in order to comply with the 
legal requirements that hospital records be full and complete, 
or that hospitals providing care in certain types of cases such 
as those involving communicable diseases, gunshot wounds, 
poisons, or criminal cases keep complete records of such cases 
and report them to the proper public authorities. In some states 
local regulations involving maternity care in hospitals require 
compliance with special rules and regulations. In most states 
interns can be sued individually and in such cases if the hospital 
records disclosed the identity of the interns involved the hos- 
pital and other interns and physicians might be protected from 
possible joinder in a legal action and the expenses involved in 
establishing that they were not involved in the care of the 
particular patient concerned. In some states interns can legally 
sign public health certificates required by law such as birth and 
death certificates. 

The educational standards for approval of internships by 
the American Osteopathic Association contain specific provi- 
sions applicable to the question of whether an intern should 
or should not sign his full name or an initial to hospital rec- 
ords. It certainly could be contended that it would be next 
to impossible for physicians on the staff of an intern training 
hospital to supervise the hospital records made by interns if the 
physicians cannot identify who made the records. The taking 
of histories and the preparation of records pertaining to the 
care of a patient are an integral part of the intern training pro- 
gram. How could it be determined whether an intern was ade- 
quately performing this function if the physicians in charge of 
the intern training program could not tell by looking at the 
hospital records what intern made the records? The A.O.A. 
Minimum Requirements and Standards for Osteopathic Hospi- 
tals approved for the Training of Interns and/or Residents 
require that: 

The case history, with the physical and laboratory findings, must 
show adequate evidence upon which the working diagnosis was made and 
treatment instituted, p. 11; 

he case records must be complete in all required details, including 
the admitting diagnosis and final diagnosis, p. 11; 
and, 

Hospitals desiring approval for the teaching of interns are to be 
“oy principally on the completeness and accuracy of their records. 
p. 15. 

In particular, however, the following provisions of the 
A.O.A. Minimum Requirements and Standards for Osteopathic 
Hospitals approved for the Training of Interns and/or Resi- 
dents appear conclusive : 

Physical Examination Chart: 


The intern or staff physician shall be required to make a complete 
physical examination. Vaginal and rectal examinations are required on 
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all cases where such examinations would reasonably relate to the chief 
complaint, and the admissions or working diagnosis, final diagnosis, 
and/or the indicated treatment. The physical examination must be made 
immediately following the patient’s admission to the hospital, and a pro- 
visional diagnosis must be recorded on the chart. The intern or staff 
physician making the examination must sign the report. p. 16. 

g) Progress Record Chart: e. 

1. Progress notes recorded by the intern, resident, or staff physician, 
shall be made on all phases of the course of the disease. All significant 
physical changes, new signs and symptoms, complications, consultations, 
and treatments given must be noted. These progress notes should de- 
scribe, in proper continuity, the course, progress, treatment, and disposi- 
tion of the case. Progress notes must be signed by the intern, resident, 
or staff physician at the time of recording. 

2. Manipulative therapy must be recorded in the progress notes 
when administered. p. 17. 

Also under Laboratory Charts and X-ray Charts the 
standards on page 17 require that “The report must indicate the 
date of examination and the individual by whom the examina- 
tion was made.” These requirements appear to establish that as 
an educational matter the intern must sign the records made 
by him. 

The Essentials of an Approved Internship of the American 
Medical Association similarly require that case records prepared 
by interns show by signature the name of the intern. In this 
respect, therefore, the requirements of the A.O.A. and the 
A.M.A. are similar. This fact could in litigation have consid- 
erable legal significance if in a lawsuit the subject of signatures 
on hospital records made by interns was in dispute. The simi- 
larity of the requirements of the two national approval agencies 
might even be in certain instances evidence of negligence on the 
part of a hospital which did not require interns to sign records. 
In Garfield v. Board of Medical Examiners, 221 P. 2d 705 
(1950), the District Court of Appeals of California quoted at 
length from the A.M.A.’s Essentials of an Approved Intern- 
ship as evidence that the doctors involved were not interns. 
Such could be the case when the standard of care required by 
a hospital in rendering care to a patient was held to be that 
standard of care rendered by hospitals of the same class in the 
same general area. The A.M.A. Essentials of an Approved In- 
ternship require, on page 13: 

1, Adequate Records must be maintained. The attending physician 
or surgeon is directly responsible for the accuracy and completeness of 
clinical records concerning all patients under his care, including the 
record of the work done by the intern. 

2. Endorsement of Records. All case records must show by signa- 
ture the names of the persons who have written them in whole or part. 
Orders for treatment, for most diagnostic studies, and all progress notes 
must indicate the identity of the person responsible for them. The in- 
tern’s record of his physical examination and diagnostic procedures 
should be verified by a competent supervising physician, calling atten- 
tion to errors in observation and adding supplementary notes containing 
any relevant data which the intern may have omitted. If the intern’s 
record is acceptable, the supervising physician should countersign and 
thus approve it. A summary, including the diagnosis, should be written 
by the intern and should be verified by the attending physician when 
the patient is discharged from the hospital. 

Likewise, the /ntern’s Manual, prepared by the American 
Medical Association and published by W. B. Saunders (1948) 
provides as follows in regard to the duties of interns, page 4: 

(a) Histories. Each intern on duty in any clinical department 
should write or dictate the history, physical examination and his own 
diagnostic impressions of all patients assigned to him. The intern’s 
record should be checked within twenty-four hours by a competent su- 
pervising physician, calling attention to errors in observation and adding 
supplementary notes containing any relevant data which the intern may 
have omitted. If the intern’s record is acceptable, the attending physician 
should countersign and thus approve it. The intern should enter notes of 
progress on the record, describing patient’s clinical course from time to 
time and make sure that all treatments or special diagnostic studies are 
correctly recorded. When a patient is discharged, the intern should 
write a concluding note which describes the final diagnosis and the 
patient’s condition as he leaves the hospital. This should be counter- 
signed by the attending physician. When the hospital has a shortage of 
interns a provision should be made whereby the interns on duty may 
not be burdened by an unreasonable amount of history writing. In such 
instances, it is recommended that a definite number of cases be assigned 
to the intern and that other charts be completed by the attending physi- 
cian, 

In view of the above requirements there can be little dis- 
pute but that an integral part of a hospital intern training 
program is the preparation and signing of hospital records as 
an educational matter by interns. 


The very indefiniteness of the intern’s legal status should 
persuade hospitals of the importance of having the intern record 
and identify his observations and notes. When signing such 
records the intern should sign his name in full in a legible 
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manner and should, as is advised to physicians, use an abbre- 
viation only when that abbreviation is a matter of hospital 
record with the medical record librarian so that the identity 
of the person who signed the record by use of an abbreviation 
can be definitely established. The use of an abbreviation not of 
record may be of no value. It could well be of considerable im- 
portance in litigation involving the liability of a hospital or 
physician whether a hospital record was made by a student, 
nurse, intern, resident or physician on the staff. The particular 
record in fact might also determine whether the hospital, the 
physician or both in a case are liable or not for injuries to a 
patient, depending upon the law of the state. Such a case was 
Hansch v. Hackett, 66 P. (2d) 1129, wherein a hospital was 
sued for the negligence. of its physicians and nurses in an ob- 
stetrical case where the patient developed eclampsia and died. 
In that case the court found one of the physicians not negli- 
gent but held that a jury could have found that the nurse em- 
ployed by the hospital was negligent in not discovering the 
symptoms of eclampsia and recording them on the hospital 
chart so that the physician, when he read the chart, might have 


ordered the proper and necessary treatment. The symptoms of 
eclampsia, the court said, are such as should be observed by a 
nurse even though she might not know what was indicated 
thereby. The principle of this case would obviously apply with 
greater stringency to an intern who possesses professional skill 
and training in the healing arts far superior to that of a nurse. 

An over-all review of the laws and decisions pertaining to 
hospitals and physicians indicates that the liability problems 
of hospitals, and apparently the best interests of the patient’s 
health, evidence a need for interns to keep proper and accurate 
records and that the hospital and physicians on the staff of the 
hospital be able to determine the identity of the interns who 
make hospital records. The Intern Training Requirements of 
both the American Osteopathic Association and the American 
Medical Association clearly recognize that the signature of an 
intern on hospital records prepared by him is required in an 
approved and organized intern training program. The similarity 
of the requirements of the two national organizations primarily 
responsible for intern training programs in the United States 
has legal significance, in addition to its educational importance. 
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BILLS IN CONGRESS 

H.R. 483—Mr. Short, of Missouri. Amends the Army- 
Navy-Public Health Service Medical Officer Procurement Act 
of 1947, as amended, so as to provide for appointment of doctors 
of osteopathy in the Medical Corps of the Army, Navy, and Air 
Force. Passed House July 18, 1955. Passed Senate, amended, 
May 21, 1956. 

Changes in existing law made by the bill as passed the 
Senate are shown as follows: New matter is printed in italics 


(CAPS). 
Army-Navy-Public Health Service Medical Officer Pro- 


curement Act of 1947, 
AS AMENDED 

Sec. 201. (a) Subject to any limitation on the commissioned strength 
of the Army, Navy, and Air Force prescribed by law, the President, by 
and with the advice and consent of the Senate, may make appointments 
in permanent grades of first lieutenant through colonel in the Medical 
and Dental Corps of the Regular Army, lieutenant (junior grade) 
through captain in the Medical and Dental Corps of the Regular Navy 
and first lieutenant through colonel for officers appointed with a view to 
designation as medical officers or dental officers in the Regular Air 
Force, in such numbers as the needs of the services may require. Such 
appointments shall be made only from (1) qualified doctors of medicine 
and doctors of dentistry who are citizens of the United States and who 
have such other qualifications as the Secretary concerned may prescribe 
for his service, OR (2) DOCTORS OF OSTEOPATHY WHO ARE 
QUALIFIED UNDER SUBSECTION (g) HEREOF. 

(b) The doctors of medicine OR OSTEOPATHY and doctors of 
dentistry appointed under this Act shall be credited for purposes of de- 
termining lineal position, permanent grade, position on a promotion list, 
seniority in permanent grade, and eligibility for promotion with the 
amount of service prescribed by the Secretary concerned, but not less 
than the minimum prescribed below. A doctor of medicine OR OSTE- 
OPATHY or doctor of dentistry appointed under this Act upon gradu- 
ation from medical, OSTEOPATHIC or dental school may not be cred- 
ited with less than four years’ service. A doctor of medicine OR OSTE- 
OPATHY appointed under this Act who has completed a one-year in- 
ternship, or the equivalent thereof, may not be credited with less than 
five years’ service. 

(e) Notwithstanding any other provision of law, including those re- 
lating to selection for promotion, a doctor of medicine OR OSTEOP- 
ATHY or a doctor of dentistry who is appointed under this Act er any 
other provision of law may be temporarily promoted to the grade of cap- 
tain in the Army or the Air Force, or lieutenant in the Navy, as the 
case may be, at any time after one year after completion of medical or 
dental school. 

(g) TO BE ELIGIBLE FOR APPOINTMENT UNDER THIS 
ACT A DOCTOR OF OSTEOPATHY MUST (1) BE A CITIZEN 
OF THE UNITED STATES, (2) BE A GRADUATE OF A COL- 
LEGE OF OSTEOPATHY WHOSE GRADUATES ARE ELIGIBLE 
FOR LICENSURE TO PRACTICE MEDICINE OR SURGERY IN 
A MAJORITY OF THE STATES, AND BE LICENSED TO PRAC- 
TICE MEDICINE, SURGERY, OR OSTEOPATHY IN ONE OF 
THE STATES OR TERRITORIES OF THE UNITED STATES OR 
IN THE DISTRICT OF COLUMBIA, (3) BE RECOMMENDED 
FOR SUCH APPOINTMENT BY THE SURGEON GENERAL OF 
THE ARMY OR AIR FORCE OR THE CHIEF OF THE BUREAU 
OF MEDICINE AND SURGERY OF THE NAVY, (4) POSSESS 
SUCH QUALIFICATIONS AS THE SECRETARY CONCERNED 
MAY PRESCRIBE FOR HIS SERVICE, AND (5) UNDER REGU- 
LATIONS PRESCRIBED BY THE SECRETARY OF DEFENSE 
HAVE COMPLETED A NUMBER OF YEARS OF OSTEOPATHIC 


Washington 


AND PREOSTEOPATHIC EDUCATION EQUAL TO THE NUM- 
BER OF YEARS OF MEDICAL AND PREMEDICAL EDUCATION 
PRESCRIBED FOR PERSONS ENTERING RECOGNIZED 
SCHOOLS OF MEDICINE WHO BECAME DOCTORS OF MEDI- 
CINE AND WHO WOULD BE QUALIFIED FOR APPOINTMENT 
UNDER THIS TITLE IN THE GRADE FOR WHICH SUCH 
DOCTOR OF OSTEOPATHY IS APPLYING. 

H.R. 6376—Mrs. Green, of Oregon. Alaska Mental Health 
Act. Passed House January 18, 1956. Passed Senate, amended, 
June 7, 1956. Sent to Conference June 14, 1956. 

H.R. 7225—Mr. Cooper, of Tennessee. Social Security 
Amendments of 1955. Passed House July 18, 1955. Reported in 
Senate, amended, June 5, 1956. 

H.R. 7904—Mrs. Green, of Oregon. Amends Outer Con- 
tinental Shelf Lands Act to provide that revenues be used as 
grants-in-aid of primary, secondary, and higher education. 

H.R. 7910—Mr. Huddleston, of Alabama. Authorizes do- 
nation and transfer of Series E savings bonds to tax-exempt 
charitable organizations. 

H.R. 7963—Mr. Smith, of Mississippi. Amends Internal 
Revenue Code to provide for public inspection of information 
required for certain organizations and trusts exempted from 
taxation. 

H.R. 7964—Mr. Smith, of Mississippi. Relates to informa- 
tion required from certain tax-exempt organizations. 

H.R. 8398—Mr. Scrivner, of Kansas. To provide direct aid 
to States and Territories for educational purposes only. 

H.R. 8402—Mr. Smith, of Wisconsin. Allows cost of meals 
and lodging to be taken into account as traveling expenses in 
computing the income tax deduction for medical care. 

H.R. 8556—Mr. Thompson, of New Jersey. Authorizes a 
5-year program of expansion of medical education and research. 
Provides: “The term ‘accredited medical school’ means a school 
providing training leading to the degree of doctor of medieine, 
approved or accredited by a recognized body or bodies approved 
by the Surgeon General after he has obtained the advice and 
recommendation of the Federal Council on Medical Educational 
Facilities created under Section 703.” 

H.R. 8779—Mr. Frelinghuysen, of New Jersey. Provides 
program of financial assistance to students in higher education. 

H.R. 8859—Mr. Thompson, of New Jersey. Provides for 
emergency 5-year program of aid for postgraduate education in 
public health. 

H.R. 8863—Mr. Yates, of Illinois. Establishes Bureau of 
Older Persons in Department of Health, Education, and Wel- 
fare. 

H.R. 8912—Mr. Priest, of Tennessee. Extends Hill-Burton 
Act for 2 years to 1959 (June 30). 

H.R. 8913—Mr. Priest, of Tennessee. Authorizes continu- 
ing sickness survey by Public Health Service. 

H.R. 8916—Mr. Rodino, of New Jersey. Provides loans 
to enable needy students to continue higher education. 
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H.R. 8936—Mr. Anfuso, of New York. Creates Depart- 
ment of Civil Defense in Department of Defense. 

H.R. 8941—Mrs. Green, of Oregon. Establishes Bureau of 
Older Persons in the Department of Health, Education, and 
Welfare. 

H.R. 9013—Mr. Priest, of Tennessee. Provides 5-year pro- 
vram of Federal construction grants to medical and dental 
schools, Provides: “The term ‘medical school’ means a school 
which provides training leading to a degree of doctor of medi- 
cine or osteopathy, or a graduate degree in public health.” 

H.R. 9014—Mr. Wolverton, of New Jersey. Same as 
H.R. 9013. 

H.R. 9016—Mr. Wolverton, of New Jersey. 
H.R. 8913. 

H.R. 9017—Mr. Wolverton, of New Jersey. 
H.R. 8912. 

H.R. 9048—Mr. Priest, of Tennessee. Amends Public 
Health Service Act to authorize grants for special projects in 
mental health. Reported in House May 2, 1956. 

H.R. 9091—Mr. Reed, of New York. Amends Social Se- 
curity Act to increase public assistance payments and earmark 
medical care funds for Federal matching on a limited basis and 
50-50 contribution. 

H.R. 9092—Mr. Reuss, of Wisconsin. 
of Older Persons in HEW. 

H.R. 9120—Mr. Cooper, of Tennessee. Sameas H.R. 9091. 

H.R. 9186—Mr. Mack, of Illinois. Authorizes 5-year pro- 
eram for construction of medical educational and research fa- 
cilities. Provides: “The term ‘accredited medical school’ means 
« school providing training leading to the degree of doctor of 
medicine or osteopathy, approved or accredited by a recognized 
hody or bodies approved by the Surgeon General after he has 
obtained the advice and recommendation of the Federal Council 
on Medical Educational Facilities created under Section 703.” 

H.R. 9349—Mr. Murray, of Illinois. Provides for volun- 
tary coverage under OAST for self-employed veterinarians. 

H.R. 9429—Mr. Kilday, of Texas. To provide medical care 
for dependents of members of uniformed services. Public Law 
No. 569, approved June 7, 1956. 

H.R. 9447—Mr. Broyhill, of Virginia. District of Colum- 
hia Temporary Disability Insurance Act. Provides: “ ‘Physician’ 
means a duly qualified practitioner of medicine, surgery, or den- 
listry within the scope of authorized practice as licensed by the 
law of the District of Columbia or of any State.” 

H.R. 9521—Mr. Zelenko, of New York. Provides a partial 
tax credit for certain payments made to a public or private 
educational institution of higher education. 

H.R. 9553—Mr. Lane, of Massachusetts. 
and scholarships for nurses training. 

H.R. 9658—Mr. Perkins, of Kentucky. Authorizes loans 
for needy students to continue higher education. 

H.R. 9720—Mr. Cannon, of Missouri. Appropriation Act 
for Departments of Labor, and Health, Education, and Welfare. 
Continues limitation on Social Security maternal and child 
health, as follows: “Provided, That no part of any appropri- 
ation contained in this title shall be used to promulgate or carry 
out any instructions, order, or regulation relating to the care 
of obstetrical cases which discriminate between persons licensed 
under State law to practice obstetrics: Provided further, That 
the foregoing proviso shall not be so construed as to prevent 
any patient from having the services of any practitioner of her 
own choice, paid for out of this fund, so long as State laws are 
complied with: Provided further, That any State plan which 
provides standards for professional obstetrical services in ac- 
cordance with the laws of the State shall be approved.” Sent to 
Conference June 6, 1956. 

H.R. 9868—Mr. Dingell, of Michigan. Amends Social Se- 
curity Act for insurance against cost of hospitalization for 
OAST insured persons and their dependents. 

H.R. 9980—Mr. Metcalf, of Nebraska. Same as H.R. 9868. 

H.R. 9981—Mr. Metcalf, of Nebraska. Reduces Social Se- 
curity retirement age of men from 65 to 60, and of women 
from 65 to 55. 

H.R. 10223—Mr. Miller, of California. To readjus. postal 
classification on certain educational material. 

H.R. 10228—Mr. Priest, of Tennessee. Civil Aviation 
Medical Act of 1956. Provides: “ ‘Medical Examiner’ means 
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any licensed physician who holds the degree of doctor of medi- 
cine, and who is authorized by the Administrator to perform 
physical and mental examinations of air men who are required 
by Civil Air Regulations of the Civil Aeronautics Board to hold 
medical certificates.” 

H.R. 10283—Mr. Cooper, of Tennessee. Amends Title V 
of the Social Security Act to authorize special project grants 
to institutions of higher education or research in connection 
with maternal and child health and crippled children’s services. 

H.R. 10284—Mr. Reed, of New York. Same as H.R. 10283. 

H.R. 10302—Mr. Forand, of Rhode Island. Amends Social 
Security Act to enable States to establish more adequate public 
welfare programs. 

H.R. 10333—Mr. Cooley, of North Carolina. Amends So- 
cial Security Act to increase the amount of outside earnings 
permitted OASI insured persons without deductions from bene- 
fits thereunder. Permits $3,000 in lieu of current $1,200. 

H.R. 10436—Mr. Murray, of Tennessee. Provides non- 
occupational group major medical expense insurance for Fed- 
eral employees and their dependents. 

H.R. 10620—Mr. Fogarty, of Rhode Island. Authorizes 
Commissioner of Education to make grants to public or other 
nonprofit institutions of higher learning to assist them in pro- 
viding training of professional personnel to conduct research in, 
or conduct training of teachers in, fields related to education of 
mentally retarded children. 

H.R. 10735—Mr. Keogh, of New York. Amends Internal 
Revenue Code to provide for the allowance, as deductions, of 
contributions to medical research organizations. 

H.R. 11157—Mr. Harrison, of Virginia. Amends Internal 
Revenue Code to grant nonprofit educational institutions ex- 
emptions from the excise taxes which are now applicable to 
public educational institutions. 

H.R. 11320—Mr. Abernethy, of Mississippi. To amend nar- 
cotic control laws in the District of Columbia. Passed House 
June 11, 1956. 

H.R. 11357—Mr. Ashley, of Ohio. Establishes program of 
scholarships for students in science and education at institutions 
of higher education. 

H.R. 11414—Mrs. Knutson, of Minnesota. Provides student 
loans to assist in pursuit of higher education. 

H.R. 11518—Mr. Dorn, of New York. To provide for the 
establishment of a Commission to study the shortage of doctors 
of medicine in the United States. 

H.R. 11520—Mr. Murray, of Illinois. Establishes a Coun- 
cil on National Fitness, to be appointed by the President from 
the fields of medicine, physical education and related sciences. 

H.R. 11524—Mr. Priest, of Tennessee. Establishes Na- 
tional Library of Medicine in Public Health Service, to include 
Armed Forces Medical Library. 

H.R. 11545—Mr. Hayworth, of Michigan. Provides an in- 
come tax deduction for amounts paid as tuition or fees to edu- 
cational institutions above high school level and for amounts 
paid for books required by such institutions. 

H.R. 11549—Mr. Priest, of Tennessee. Amends the Public 
Health Service Act for grants, for training professional and 
practical nurses and professional public health personnel. 

H.R. 11577—Mr. Magnuson, of Washington. Establishes 
Bureau of Older Persons in HEW. 

H.R. 11619—Mr. Boggs, of Louisiana. 
Act of 1956. 

H.R. 11630—Mr. 
H.R. 10436. 

H.R. 11633—Mr. Rees, of Kansas. Same as H.R. 11630. 

H.R. 11638—Mr. Rhodes, of Pennsylvania. Establishes 
Bureau of Older Persons in HEW. 

H.R. 11745—Mr. Elliott, of Alabama. To encourage and 
assist the States in the establishment of State committees on 
education beyond the high school. 

H.R. 11746—Mr. Frelinghuysen, of New Jersey. Same as 
H.R. 11745. 

H.R. 11760—Mr. Wainwright, of New York. Same as 
H.R. 11745. 

S. 849—Mr. Hill, of Alabama. Health Research Facilities 
Act of 1956. Authorizes Federal assistance in construction of 
facilities for the conduct of research in the sciences related to 
health. Provides: “The term ‘sciences related to health’ includes 
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medicine, osteopathy, dentistry, and public health, and funda- 
mental and applied sciences when related thereto.” Reported to 
the House May 21, 1956. 

S. 2587—Mr. Hill, of Alabama. Authorizes the President 
to make the Commissioned Corps of the Public Health Service 
a military service in time of emergency involving the national 
defense. Public Law 492, approved April 27, 1956. 

S. 2925—Mrs. Smith, of Maine and others. Authorizes 5- 
year program for expansion of medical education and research. 
Provides: “The term ‘accredited medical school’ means a school 
providing training leading to the degree of doctor of medicine, 
approved or accredited by a recognized body or bodies approved 
by the Surgeon General after he has obtained the advice and 
recommendations of the Federal Council on Medical Educa- 
tional Facilities created under Section 703.” 

S. 2976—Mr. Langer, of North Dakota. Provides for ex- 
clusion of portion of income paid to a restricted retirement 
fund, under which withdrawals may be made at age 65 or be- 
fore age 65 in case of permanent and total disability “which 
shall be certified to the insurance company by affidavit of a 
licensed doctor of medicine other than the taxpayer.” 

S. 2977—Mr. Langer, of North Dakota. Revision of S. 2976. 

S. 2990—Mr. Hill, of Alabama for himself and Mr. Smith, 
of New Jersey. Extends through June 30, 1957, the duration 
of the Poliomyelitis Vaccination Assistance Act of 1955. Public 
Law No. 411, approved February 15, 1956. 

S. 3075—Mr. Hill, of Alabama for himself and Mr. Smith, 
of New Jersey. Extends Hill-Burton Act for 2 years to June 
30, 1959. 

S. 3076—Mr. Hill, of Alabama for himself and Mr. Smith, 
of New Jersey. Provides for continuing survey and special 
studies of sickness and disability in the United States, to he 
conducted by the Surgeon General of the Public Health Service. 
Passed Senate March 29, 1956. Reported to House with sub- 
stitute amendment on May 3, 1956. 

S. 3109—Mr. Carlson, of Kansas. Amends Social Security 
Act to provide for voluntary coverage under OASI for self- 
employed dentists. 

S. 3138—Mr. Hill, of Alabama. Amends Public Health 
Service Act to authorize grants for special projects in mental 
health. 

S. 3139—Mr. Martin, of Pennsylvania. Amends Social Se- 
curity Act to increase public assistance payments and earmark 
medical care funds for Federal matching on a limited basis and 
50-50 contribution. 

S. 3153—Mr. Thye, of Minnesota. Extends definition of 
“medical care” relating to deductions for Federal income tax 
purposes so that it will include amounts paid for institutional 
care and training of mentally retarded child under 17 of tax- 
payer. 

S. 3252—Mr. Purtell, of Connecticut, and others. Author- 
izes 5-year program of Federal construction grants for the pur- 
pose of assisting medical and dental schools to expand and im- 
prove their research and teaching facilities. Provides: “The 
term ‘medical school’ means a school which provides training 
leading to a degree of doctor of medicine or osteopathy, or a 
graduate degree in public health.” 

S. 3271—Mr. Kerr, of Oklahoma, for himself, Mr. McNa- 
mara, of Michigan, and Mr. Monroney, of Oklahoma. Amends 
Vocational Education Act of 1946 in order to promote scientific 
education. 

S. 3297—Mr. Martin, of Pennsylvania. Amends Title V 
of the Social Security Act to authorize special project grants 
to institutions of higher education or research in connection 
with maternal and child health and crippled children’s services. 

S. 3430—Mr. Hill, of Alabama, for himself, and Mr. 
Kennedy, of Massachusetts. Establishes National Library of 
Medicine in Public Health Service, to include Armed Forces 
Medical Library. Passed Senate June 11, 1956. 

S. 3517—Mr. Humphrey, of Minnesota, and others. Creates 
Federal Safety Division in the Department of Labor. 

S. 3576—Mr. Langer, of North Dakota. To allow an addi- 
tional income tax exemption for a dependent child who is a 
full-time college student. 

S. 320—Mr. Hill, of Alabama, and others. Authorizes 
Commissioner of Education to make grants to public or other 
nonprofit institutions of higher learning to assist them in pro- 
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viding training of professional personnel to conduct research 
in, or conduct training of teachers in, fields related to educa- 
tion of mentally retarded children. Passed Senate June 1], 
1956. 

S. 3621—Mr. Jackson, of Washington. Amends Atomic 
Energy Act of 1954 to authorize Federal assistance to colleges, 
universities, hospitals and other nonprofit or charitable institu- 
tions in the construction and operation of production or utiliza- 
tion facilities for all purposes including the generation of usable 
energy which may be utilized at the institution, for training 
purposes, and for medical therapy purposes. Relates to utiliza- 
tion of special nuclear material, atomic energy, and radioactive 
material. 


S. 3677—Mr. Magnuson, of Washington. 
10228. Civil Aviation Medical Act of 1956. 

S. 3710—Mr. Fulbright, of Arkansas. Allows additional 
income tax exemptions for a taxpayer or a spouse, or a de- 
pendent child under 23 years of age, who is a full-time student 
at an educational institution above the secondary level. 

S. 3711—Mr. Fulbright, of Arkansas. Allows a taxpayer 
to deduct certain expenses incurred by him in obtaining a 
higher education. Amends Internal Revenue Code for the pur- 
poses. 

S. 3748—Mr. Clements, of Kentucky. Authorizes grants 
of Federal scholarships to students in the fields of engineering 
and science. 

S. 3760—Mr. Daniel, of Texas, and others. Narcotic Con- 
trol Act of 1956. Passed Senate May 31, 1956. 

S. 3853—Mr. Mundt, of South Dakota. Makes eligible 
for Hill-Burton aid a nonprofit corporation or association 
which receives, from the State or political subdivision, any 
funds for the operation of a mental health center or clinic. 

S. 3901—Mr. Daniel, of Texas, and others. To amend nar- 
catic control laws in the District of Columbia. Similar to 
H.R. 11320. 

S. 3907—Mr. Hill, of Alabama, for himself, and Mr. 
Smith, of New Jersey. Extends for 2 years Public Health 
Service authority to hospitalize narcotic drug addicts committed 
by the District of Columbia Court. Passed Senate June 11, 
1956. 

S. 3931—Mr. Langer, of North Dakota. Provides Federal 
loans to individuals to enable them to obtain a college or uni- 
versity education. 

S. 3932—Mr. Magnuson, of Washington. Establishes Bu- 
reau of Older Persons in HEW. 

S. 3933—Mr. Magnuson, of Washington. Extends the 
authority of the National Science Foundation to include awards 
for scientific study or scientific work at the undergraduate level 
(in addition to graduate level under current authority). 

S. 3958—Mr. Hill, of Alabama, and others. Health Amend- 
ments Act of 1956. Title I authorizes Public Health Service to 
make traineeship awards to defray educational expenses for 
graduate training of professional public health personnel. Title 
II authorizes PHS traineeship awards to institutions to cover 
tuition and fees and a stipend and allowances for travel and 
subsistence expenses for advance training of professional nurses. 
Title III amends the Vocational Education Act to authorize a 
5-year program of grants to the States earmarked for the 
purpose of paying part of the costs of practical nurse training 
conducted in accordance with State plan approved by the Com- 
missioner of Education. “Practical nurse training” is defined to 
include training of a similar nature to prepare persons for other 
health occupations in hospitals, or the health agencies, requiring 
less-than-college-grade vocational training. Title IV extends 
the Hill-Burton Act to June 30, 1959. Title V authorizes the 
Public Health Service to make special project grants in the 
field of mental health. Passed Senate June 11, 1956. 

S. 3974—Mr. Bender, of Ohio. Amends Internal Revenue 
Code to grant to nonprofit educational institutions excise taxes 
now applicable to public educational institutions. 

S. 4033—Mr. Flanders, of Vermont, and others. Make: 
Hill-Burton aid available to nonprofit clinics affiliated with non- 
profit hospitals approved for intern or resident training. 

S. 4061—Mr. Magnuson, of Washington. Allows additiona! 
income tax exemptions for a taxpayer or a spouse, or a de- 
pendent child, who is a full-time student at an educational in 
stitution above the secondary level. 


Same as H.R. 
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THE USE OF BENADRYL TO DECREASE REACTIONS IN 
INTRAVENOUS UROGRAPHY 


Herman Wechsler, M.D., reports a simple, safe method 
for reducing the incidence of adverse reactions to the contrast 
mediums used intravenously in urographic studies. He reported 
his observations in the New York State Journal of Medicine, 
February 1, 1956. 

Experience with 425 patients disclosed fewer and less 
severe reactions to the contrast mediums when diphenhydramine 
(Benadryl) was mixed with sodium iodomethamate (Neo- 
Iopax) or with sodium acetrizoate (Urokon). Benadryl is a 
potent antihistaminic agent which appears to offset moderate 
and severe reactions to contrast mediums. This study was con- 
ducted at a veterans’ hospital. Only 5 of the 425 patients were 
women. Ages ranged from 20 to 80 years. Just before injec- 
tion, Benadryl, 20 mg., was dissolved in 2 cc. of water and added 
to the contrast medium; starting with the fifth patient, only 1 
ce. of the antihistamine solution (10 mg. Benadryl) was added. 
The contrast mediums used were 50 and 75 per cent sodium 
iodomethamate or 30 and 70 per cent sodium acetrizoate. The 
more concentrated solutions were used on heavier patients. To 
control the trial, all patients in February and April, 1954, were 
given the Benadryl mixture and all patients in March and May 
of the same year were given only the contrast medium. Of 
the 205 control patients, 6 per cent reacted with itching of the 
skin or hives, 20 per cent with nausea or vomiting, 10 per cent 
with a feeling of warmth, and 6 per cent with such signs of 
shock as faintness, sweating, and weakness. Of the 220 pa- 
tients on whom the Benadryl mixture was used, 0.8 per cent 
had itching or hives; 0.9 per cent had nausea or vomiting; 2 
per cent complained of warmth; and 0.8 per cent had shock 
reactions. Adverse reactions were reduced to approximately 
1 per cent by the use of Benadryl. 


ACUTE CHOLECYSTITIS FOLLOWING THE SURGICAL 
TREATMENT OF UNRELATED DISEASE 


Eighteen confirmed cases of acute cholecystitis after opera- 
tions for unrelated diseases were analyzed in order to establish 
the features of the complication and to evaluate its manage- 
ment. The results are reported by Frank Glenn, M.D., and 
George E. Wantz, M.D., in Surgery, Gynecology and Obstetrics, 
February, 1956. 

Although the patients ranged from 25 to 78 years of age, 
all but two were beyond 50 years, six in their sixties, and six 
in their seventies. The sexes were evenly represented. The pri- 
mary diseases for which operation was performed varied. The 
operations included appendectomy, colectomy, skin graft to the 
face, cataract extraction, hernioplasty, closure of a colostomy, 
transuretheral prostatectomy, sigmoidectomy, uretoroplasty, 
nephrotomy, phlebectomy, retinal reattachment, and division of 
a pedicle flap on the face. Prolonged fasting (11 to 17 days) 
was a postoperative feature in seven cases and fasting of 1 to 
6 days was part of the regimen in all cases. Acute cholecystitis 
was noted one day after the fast was broken in ten cases, two 
to seven days later in five cases and thirteen to eighteen days 
later in three cases; only one patient had symptoms before he 
had resumed feeding. Only one patient yielded evidence of pre- 
existing gallbladder disease. In the others, the acute inflamma- 
tion appeared to have been superimposed on chronic cholecystitis. 

The treatment of choice is early cholecystectomy, except in 
elderly patients who have recently undergone major operations. 
For them, cholecystostomy is the choice, even should it be nec- 
essary to perform it under local anesthesia. Cholecystostomy 
may spare the patient from the dangerous complications of 
acute cholecystitis until cholecystectomy can be performed under 
optimal circumstances, within 6 months. 

To reduce the incidence of acute cholecystitis in the elderly 
following operation for an unrelated disease, the authors favor 
surgical therapy as soon as cholelithiasis is recognized. As this 


is not always feasible, the accumulation of large quantities of 
concentrated bile must be prevented by avoiding prolonged fast- 
ing and by instituting early postoperative mobilization. Drugs 
which retard the flow of bile from the gallbladder into the 
duodenum should be prescribed with caution, and acute systemic 
diseases and infections should be managed vigorously. Foods 
taken postoperatively should be low in fat and cholesterol 
content. 


THE CLINICAL APPLICATION OF BIO-FLAVONOIDS 
IN OTOLARYNGOLOGY 


The effects of the use of a natural water soluble bio- 
flavonoid compound and ascorbic acid on 565 surgical and 65 
nonsurgical patients undergoing various otolaryngological pro- 
cedures are reported in the April, 1956, issue of the Eye, Ear, 
Nose and Throat Monthly by Herbert B. Goldman, M.D. The 
study lasted over a 2-year period. 


Early investigation of the natural bio-flavonoids revealed 
that when given in combination with ascorbic acid, these com- 
pounds provided a synergistic protective action against hista- 
mine toxicity and anaphylactic shock, they had a pronounced 
inhibitory action on hyaluronidase, and—most importantly— 
they maintained capillary wall and intercellular cement integrity. 
From a surgical viewpoint, this protection against capillary 
fragility and permeability is extremely significant because 
capillary function is closely associated with adrenocortical ac- 
tivity and the capillary wall is very susceptible to physiologic 
and pathologic changes induced by such stress reactions as 
surgery. 

In this present study, dosage varied with the age of the 
patient. Children received 1 teaspoonful of cherry flavored 
syrup containing 100 mgm. ascorbic acid, 100 mgm. bio- 
flavonoid, and 0.66 mgm. menadione three times a day for 6 to 
8 days preoperatively and for 4 days postoperatively. An anti- 
biotic was also administered during this period. Older children 
received 2 teaspoonsful of the syrup for the same length of 
time. Adults were given 2 capsules each containing 100 mg. 
of ascorbic acid and 100 mg. of bio-flavonoid four times a day 
plus a separate capsule containing 5 mg. of menadione once a 
day. 

Tonsillectomies were performed on 530 patients who had 
received the bio-flavonoid compound prior and subsequent to 
surgery. Several significant effects were observed: (1) Initial 
bleeding was decreased slightly but definitely. (2) Subsequent 
oozing was decreased so that a clamp and tie were used less 
frequently and pressure sponges were used rarely. (3) During 
adenoidectomies, clamps, sutures, or postnasal packing of the 
nasopharynx was seldom needed. 

Thirty-five patients underwent surgery other than tonsil- 
lectomy. The most noticeable effect on the rhinoplasty and 
otoplasty cases was the rapidity with which postoperative dis- 
coloration and swelling receded. The number of cases involved 
was too small to permit conclusions as to the effect of the bio- 
flavonoids on the amount of bleeding during the surgical pro- 
cedure. 

The daily ingestion of bio-flavonoid compound for several 
months following a severe episode was responsible for the sharp 
decrease in the number of hemorrhages in 47 patients with 
recurrent epistaxis and 1 with hemoptysis. Two teaspoonsful 
of syrup a day was adequate dosage for the children and 3 
capsules a day for adults. Several mothers volunteered the 
information that their children had fewer upper respiratory 
tract infections while taking the medication. 


Seventeen patients with acute serous otitis were treated 
with bio-flavonoid compound in conjunction with routine 
treatment for nasopharyngeal infection. Althongh 17 cases is 
probably an inadequate test series from which to draw valid 
conclusions, it was felt that the condition was resolved more 
rapidly than usual. 
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TREATMENT OF RHEUMATOID ARTHRITIS BY A 
COMBINATION OF CORTISONE AND SALICYLATES 


It is becoming increasingly evident that the treatment of 
rheumatoid arthritis with large amounts of cortisone or ACTH 
may be in effect the substitution of one evil for another. This 
belief is based on the prevalence of undesirable side effects, the 
speed with which symptoms recur when the drugs are with- 
drawn, and, most important, the fact that cortisone, when used 
at high blood levels, inhibits the body’s own production of 
ACTH and eventually results in atrophy of both the anterior 
pituitary and adrenal cortical glands. 

Since salicylates were the treatment of choice before the 
advent of cortisone and ACTH, a number of physicians have 
been experimenting with a combination of salicylate and smaller 
amounts of cortisone with good results. A tablet preparation, Sal- 
cort, containing 2.5 mg. of cortisone, 0.3 gm. of sodium salicylate, 
calcium ascorbate and buffers has recently been introduced for 
clinical use. Aluminum hydroxide gel and calcium carbonate are 
introduced to relieve occasional gastric distress, and the calcium 
ascorbate is present to supply the increased requirement for 
ascorbate when the adrenal cortex is specifically stimulated. It 
has also been shown that ascorbic acid may diminish the break- 
down of corticosteroids, thus tending to prolong their useful 
action. 

Edwin A. Busse, M.D., writing in the November, 1955, 
issue of Clinical Medicine, reports on five cases of acute or 
chronic rheumatoid arthritis and five cases of calcific bursitis 
which have responded favorably to this combination with little 
or no side effects. 

It is evident, therefore, that the judicious combination of 
cortisone and salicylates, together with antacid buffers and 
added ascorbate, can produce a much more favorable reaction 
in arthritic patients than by the use of either agent alone. 
Moreover, the reduced amount of cortisone eliminates the haz- 
ardous side effects present in large scale hormone therapy. 


POSTURE AND CERVICOBRACHIAL PAIN SYNDROMES 


Donald A. Johnson, M.D., presents a revised concept of 
cervicobrachial pain and paresthesia in a report in The Journal 
of the American Medical Association, December 17, 1955. 

Posture, the author maintains, is the common factor in a 
variety of cervicobrachial syndromes. Postural myoneuralgia 
describes disease in this category. Its symptoms are pain and/or 
paresthesia in the cervicobrachial area, and postural stress, not 
individual peculiarities or particular physical habits, are at the 
root of the symptoms. Occupational factors are important con- 
tributors, as are trauma and unusual physical exertion. It is 
common in middle-aged women and in young women during or 
after pregnancy. The person complains of pain, paresthesia or 
sometimes both, usually of the arm, the anterior chest wall, 
the shoulder, the interscapular area, the midcervical or cervico- 
dorsal area of the midthoracic or thoracolumbar areas of the 
spine, or the occipital area of the skull. The discomfort usually 
increases at night and is usually present in the morning; it may 
be unilateral or bilateral. Precordial pain may be the principal 
complaint, or interscapular pain may be present alone. Spon- 
taneous remissions are common. In many of the syndromes, 
posture is of primary significance. 

The important factors in differential diagnosis are a char- 
acteristic history, shoulder girdle tilt, all or some part of the 
characteristic pattern of muscle tenderness to point pressure, 
and a bruit over the subclavian artery when the arm is ab- 
ducted. One or more of the elements may be lacking, and none 
is specific. : 

As a rule, office instruction in exercises and posture suffices. 
In severe or protracted cases hospitalization provides the con- 
tinuous observation and support the patient needs. The first 
exercise consists of bracing the shoulders back to approximate 
the medial scapular borders in the midline. The second consists 
of bracing the shoulders up as though attempting to touch the 
shoulders to the ears. The third is a pushout exercise, the pa- 
tient standing 2 feet from and facing into a corner with one 
hand on each wall at shoulder level. These exercises stretch the 
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pectoral muscle and strengthen the upper trapezius, rhomboids, 
levator scapulas and serratus muscles. Each exercise should be 
done five to ten times hourly each day. An erect posture must 
be assumed between exercises. The improvement is usually 
pronounced after 2 weeks. If no improvement is noted after 3 
weeks, the problem calls for review. Cervical traction may help 
to relax tight muscles, but it is not remedial. Heat, massage, 
mild sedation, and analgesics may also be helpful early in treat- 
ment. 


SURGICAL PLANING OF THE SKIN: COMPLICATIONS AND 
RE-EVALUATION OF INDICATIONS 


In the March, 1956, issue of California Medicine, Willard 
L. Marmelzat, M.D., reports on a series of 100 surgical planing 
procedures. Among the complications were six cases of pruritic 
erythematous eczematous dermatitis, three cases of hyperpig- 
mentation, and two instances of milia resulting from a previous 
first planing. All complications were controlled medically, and 
in no instance were there permanent sequelae. 

Continued experience with plastic planing operations has 
led the author to formulate the following indications and con- 
traindications : 

1. Postacne scarring can be improved only in varying de- 
grees. The best results are obtained when the scars are broad 
and flat. “Ice-pick” scars can never be completely removed and 
the patient should be so informed. 

2. Linear raised keloids and scars can be improved more 
easily than linear depressed scars. 

3. Decorative tattoos with various colored pigments situ- 
ated deep in the corium are practically impossible to remove and 
should not be treated by this method. 

4. Likewise, surgical planing is not the treatment of choice 
for the removal of a portwine vascular nevus, owing to the 
depth of the corium involved. 

5. The healing process following removal of an epidermal 
nevi by plastic planing is no more satisfactory than if the tumor 
were removed by surgery, electrocautery, or cryotherapy. This 
should be brought to the patient’s attention. 

6. Malignant tumors should be treated by standard methods 
familiar to all. 

In undertaking surgical planing operations, the dermatol- 
ogist must be aware that the psychiatric and emotional impact 
of the patient’s scarring on the personality may be of greater 
importance than the marks on the skin. Plastic planing is not 
going to remove anxiety or give poise. A poorly adjusted 
person will be just as poorly adjusted after planing as before. 
Therefore, it is important that patients be selected carefully and 
that the probable cosmetic outcome be realistically discussed. 


LEGGING FOR LOWER EXTREMITY SKIN TRACTION 


A simple one-piece legging for lower extremity skin trac- 
tion is described by Carl E. Anderson, M.D., and R. Dee Rob- 
bins, M.D., in the April 14, 1956, issue of the Journal of the 
American Medical Association. The device is constructed of 
foam rubber and elastic corset material and is fastened with 


_straps and buckles. Available in three sizes, the legging is of 


simple design and can be applied by unskilled persons with a 
minimum of instruction and risk. A webbing strip on either 
side provides an attachment point for a spreader. 

The authors have tested the traction legging on 1,000 pa- 
tients at home and in the hospital for a 5-year period with 
satisfactory results. In 90 per cent of the cases, the traction 
was applied by the patient or by untrained hospital aides. Occa- 
sionally, the legging is placed too far distally which allows it to 
slip and create pressure over the malleoli, tendo achilles, or 
anterior ankle surface. No serious skin, nerve, or vascular 
complications have arisen from its use, however. 

The legging is recommended for use in low-back, pelvic, or 
lower extremity conditions requiring skin traction. 
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